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AD it not been for the Arabians, the 

whole important system of medical 
art, which had been built up by Hippoc- 
rates, Asclepiades, Dioscorides, Soranus 
of Ephesus, Galen and all the other 
worthies of Graeco-Roman times, would 
have been lost to the Western world 
during the ‘‘Dark Ages’’. 

But the great Mohammedan physi- 
cians, Rhazes, Avicenna, Albucasis and 
their confreres, prominent among whom 
was Avenzoar, kept the torch of medi- 
cine alight. 

When the Moslems invaded Spain, they 
took their learning with them, and, about 
1094 A.D., Abu Merwan Abd al-Malik 
ibn Abu’l-Ala Zuhr was born, in Cordova, 
into a highly-esteemed and _ scholarly 
Arabian family, which had produced 
many great physicians. This lad later 
became, under the (fortunately) ab- 
breviated name of Avenzoar, the most 
celebrated of the Moslem physicians of 
the Western Caliphate. 

That Avenzoar had a mind of his own, 
is proved by the fact that he was one 
of the few men of his time who had 
the courage to disagree with Galen. He 
was the first to describe cancer of the 
stomach, pericarditis (including the dry 
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form), mediastinal abscess, pharyngeal 
paralysis and otitis media. He also knew 
what we now call Pott’s disease, and 
described its nervous complications. 

By his description of the itch mite 
(Sarcoptes scabei) as the cause of 
scabies, he established his right to be 
called the first parasitologist after Alex- 
ander of Tralles, who wrote a treatise 
on intestinal worms and vermifuges, 
about the middle of the sixth century, 
A.D. 

Avenzoar was also the first man re- 
corded as having performed tracheoto- 
my, though he does not always receive 
full credit for this, because he never did 
it on a human being, though he carried 
it out successfully on sheep. 

His great work, Al Teisir, or ‘‘Recti- 
fication of Health,’’ was put into perma- 
nent form, in Hebrew, in 1280, and is 
preserved to us in a Latin translation, 
published at Venice in 1490. 

He died at Seville, Spain, in 1162, A.D., 
at an age which, in those days, made 
him a very old man. 

It is well, sometimes, to consider the 
erudite Arabians, who preserved for us 
our professional heritage. 
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Medical Detectives and 
Poliomyelitis 
GOOD MANY pbysicians find, in 
reading detective stories, the com- 
plete mental relaxation that they fre- 
quently need so badly, but few of them 
realize that the work of some of their 
confreres in solving the problems of dis- 
ease demonstrates a degree of sleuth- 
ing ability not inferior to that shown by 
the great detectives of fiction—and de- 
cidedly more constructive. 


Perhaps the epidemiologists stand 
first in this category of sleuths of sci- 
ence, and the stories of some of their 
experiences in discovering the ‘‘crimi- 
nal’’ in certain obscure epidemics are 
as exciting and complex as those of 
Sherlock Holmes. 


Some of the most puzzling complica- 
tions arise in connection with the dis- 
eases that are transmitted by appar- 
ently healthy carriers, among which ty- 
phoid fever has been longest and best 
known and has furnished some of the 
most thrilling detective stories. 

Rather recently it has been ascer- 
tained that poliomyelitis must be _ in- 
cluded in this class of diseases, and the 
detectives have been seriously handi- 
capped by the fact that almost nothing 
definite has been known about this dis- 
ease until the past few years, and even 
now our knowledge is still fragmentary. 


The clues have keen confused by the 
popular name of the disease (infantile 
paralysis), which has caused many phy- 
sicians to believe (as some still do) that 
this one symptom was pathognomonic, 
and to make no diagnosis of poliomye- 
litis unless paralysis was present; also 
the first word of the common name has 
led to carelessness in looking for the 
disease in older patients. 

Another difficulty has been that none 
of the ordinary small laboratory ani- 
mals generally used in research are sub- 
ject to the disease, and only a few spe- 
cies of monkeys, which greatly limits 
laboratory studies. 

We have learned, however, that many 
other maladies besides poliomyelitis can 
cause the typical paralytic symptoms, 
and (more important) that most pa- 
tients with ‘‘polio’’ are never paralyzed 


at all, while many are not even seri 
ously ill, though they can transmit the 
disease as certainly as the most help 
less paralytic. Moreover, it is nov 
known that the virus is excreted in th 
bowel discharges of every such patien‘ 
no matter how mild the case may hb, 
and, like typhoid, can be carried by 
flies. 

These bits of information, although 
they are important, are not the solution 
of the problem. They are merely clus 
that may be followed by the trained 
sleuths of science until they have traced 
the ‘‘criminal’’ to its lair and ‘‘arrested”’ 
its depredations. Their work should be 
followed closely by all clinicians, as +t 
may, at any time, uncover facts that 
will be helpful in the control and man 
agement of this disastrous malady. 


> 


Start where you are, with what you have; 
make something of it; never be satisfied 
—Dr. Gporce WASHINGTON CARVER. 


od 


Wisdom and Information 

N ZOOLOGICAL TERMINOLOGY, a 

human being is listed as homo sapiens, 
but in view of the present condition of 
world affairs, one sometimes feels that 
the species designation should be changed. 

In an article titled, ‘‘Sapientia et Doc- 
trina’’* (translated at the head of this 
writing), Father Robert I. Gannon, 
president of Fordham University, dealt 
with this idea trenchantly, suggesting 
that our higher educational system is 
going rather far afield from the prin- 
ciples that originally underlay it, and 
from the motto, ‘‘Progendi et Conser- 
vare”’’ (increase and preserve), which 
used to be its guiding motive. 

‘‘Wisdom,’’ said Father Gannon, ‘“‘is 
a knowledge of conclusions’ through 
first causes, including the First Cause 
of all first causes. The wisdom stud: 
ies are theology, philosophy, history, 
and literature, which give men an un 
derstanding of how God works through 
His creatures.’’ These, of course, have 
been largely shelved, ‘‘for the dura 


*This article appeared in Think for October, 
1941, before the bottom fell out of things, s0 
that the only education that seems to be truly 
and pressingly important is now considered to 
be that which will enable men to kill cach 
oa faster, or provide the materials for such 

illing. 
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ton,’’ if not entirely discarded, so that 
txe proper present title for our species 
saould be homo mortifiens. 

It has been said that no age is en- 
titled to more facts than it has wis- 
dom to assimilate, and in the long run 
that appears to be sound doctrine, even 
trough present events seem to discount 
it 

However, the Law of Evolution is 
stll with us and cannot be abrogated 
bs any person or group, at home or 
abroad, however powerful at the 
moment, and so we may look forward 
(and it will be well for us to do so) 
to a time when the purpose of educa- 
tion will be the gaining of information 
and its development into wisdom by 
constructive use; and its aim will be 
increase and preservation, rather than 
wasting and destruction. 

> 


Do not tell me what a man thinks nor what 
he says. Tell me what he does and I shall 
know h‘'m.—GoerTHE. 


> 


Medical Biographies 

KNOWLEDGE of medical history 
L should be part of the equipment of 
every cultured physician, and such his- 
tory is largely made up of the stories 
of the men who did the things that 
made the history; so medical biogra- 
phies should be on the ‘‘must’’ reading 
list of all doctors. 


This is no hard and unpleasant task, 
for the experiences and thoughts of the 
active and enthusiastic medical men of 
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all times make more fascinating read- 
ing than any novel, and more inspir- 
ing to the men of their profession than 
any other type of literature. 

The biographic sketches and portraits 
that have been appearing in every is- 
sue of CLINICAL MEpIcINE, for the past 18 
years, are a unique contribution to med- 
ical history, as this material can be 
found nowhere between one pair of covers 
—or even in any five or six books—as it 
has been gathered from many sources 
and presented with understanding and 
sympathy. 

If you keep no other parts of your 
copies of “C. M.’’, read the biographic 
sketches and look at the pictures; cut 
them out and file them so that you can 
read them again and find them when 
wanted. There may be dividends there 
that you have been overlooking. 

[Since the passing of Dr. Lake, who 
personally wrote these fine biographies, 
this particular section of the journal will 
soon be lacking in new, original material. 

The interest of this section to the reader 
has been questioned and its continuance 
debated. Actually the answer is up to 
you, as CLinicaL MEpIcINE is your journal 
and it will contain what you want as 
nearly as possible. 

Would you, or would you not, like to 
see these sketches continue? If so, we 
would be glad to receive and cooperate 
with any subscriber who would like to 
contribute one or more medical biog- 
raphies. If not, we would like your sug- 
gestion as to where this space could best 
be put to use for you. 

Your answers will help to determine 
the course of coming changes.—G.L.,Jr.] 
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Large Doses of Ascorbic Acid in 


Essential Hypertension* 


By N.S. DAVIS, M.D., F.A.C.P. and E. F. POSER, M.D., Chicago, III. 


High blood pressure is one of the 
commonest symptoms met with today, 
and while there are many methods for 
controlling it, a new and physiologic 
one, such as this offered by Drs. Davis 
and Poser, is decidedly promising. 


T IS now generally accepted that 

renin is a globulin of the enzyme 
class, which is formed in kidneys ren- 
dered ischemic by the Goldblatt or other 
technics; in kidneys with anomalous 
blood supplies or polycystic disease, in 
connection with various types of urinary 
tract lesions; and in the kidneys of pa- 
tients with essential hypertension. Renin 
reacts with the alpha globulins (hyper- 
tensinogen) of the plasma proteins, to 
form a pressor substance, hypertension 
or angiotonin. 

Though renin has been found in ex- 
perimental animals in shock, as a result 
of extensive acute hemorrhage, it is not 
found in the chronic primary or sec- 
ondary anemias or in other chronic 
conditions in which the oxygen con- 
tent of the blood is low, though the 
blood pressure is characteristically low 
in such syndromes. The formation of 
renin, therefore, does not seem to be 
caused by a lack of oxygen im the renal 
blood of animals with experimental or 
in human beings with clinical hyperten- 
sion. It seems to develop when there is 
a relative or absolute deficiency of ele- 
ments required for the formation of the 
respiratory enzymes essential to the nor- 
mal dehydrogenation and deamination 
of amino acids by oxidation in the renal 
cells, and to normal supra renal metabo- 
lism. 


Blood pressure studies in various parts 
of the world suggest that essential hy- 

*Presented before the Central 
Clinical Research, 
1942. 


Society for 
in Chicago, November 7, 


pertension may be caused by chroric 
minimal dietary deficiencies, such as 
are all too common among the people 
of all income groups in this country 
This hypothesis is confirmed by the 
work of Calder, who has produced a 
high blood pressure in rats by admin- 
istering a diet deficient in the heat- 
stable fractions of the vitamin B com- 
plex. He believes that a riboflavin de- 
ficiency plays the dominant role in the 
production of the hypertension in rats, 
but that other vitamin B fractions, as 
yet unidentified, are also involved. The 
ischemic kidney of animals with experi- 
mental hypertension may be considered 
to be a malnourished kidney because 
of its limited blood supply. 


There is some evidence that the supra- 
renal glands may play a part in the 
production of clinical hypertension. High 
blood pressures do not develop when 
renal ischemia is produced in_ supra- 
renalectomized animals. Diffuse or 
adenomatous hyperplasia of the supra- 
renal cortex has been reported to be a 
common finding in hypertensive cardio- 
vascular-renal disease. Other tumors of 
these glands are known to cause certain 
types of arterial hypertension. 


Ascorbic acid (vitamin C) may be a 
regular or alternative constituent of the 
cellular enzymes required for the nor- 
mal dehydrogenation and deamination 
of protein split products by oxidation in 
the renal cells. It may prevent dehydro- 
genation and deamination by decarboxi- 
lation, when the normal respiratory en- 
zymes are lacking. When the decarboxi- 
lation processes are invoked, pressor 
amines and renin may be formed. As 
the suprarenal glands contain more vita- 
min C than do other tissues, it is proba- 
bly essential to their normal cellular 
metabolism. It may interfere with the 
formation of hypertension or cause It 
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to be fixed, as suprarenin is under nor- 
mal conditions. 

Therefore Dr. Poser’s account of the 
results obtained with the administration 
of 1.0 gram of ascorbic acid daily to a 
few patients with moderate hyperten- 
sion seemed worthy of further study. 
This therapy has now been used in the 
treatment of a few patients whose blood 
pressures were known to have been per- 
sistently high or rising. The ascorbic 
acid has been administered in doses of 
333 mg. three times a day, except in 
two instances, in which 500 mg. have 
been given twice each day. As will be 
noted in the charts, some of the pa- 
tients received vitamin B complex or 
some of its fractions before the ascorbic 
acid therapy was instituted, and others 
have received both vitamins. 

The administration of 1.0 gram of as- 
corbic acid daily to patients with well 
established arterial hypertension has al- 
most invariably caused subjective relief. 
In most patients it has caused a marked 
lowering of the blood pressure levels, 
but in a few it has had little if any 
effect. Brief protocols and charts illus- 
trating typical blood pressure curves 
after its administration follow: 

Case Reports 

Case 1: A housewife, 57 years old, 
has had a_ severe hypertension since 
1936. The physician who had been in 
charge reported that since then her 
blood pressure has ranged between a 
low of 150/110 and a high of 240/140. 

Her father died of uremia at 56; her 
mother, of heart disease at 66; one 
brother, of angina pectoris at 51; an- 
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other brother of coronary occlusion ;t 
51; and one sister of uremia at 53. One 
sister was living who also had a hig4 
blood pressure. 

Early in September, 1940, her blocd 
pressure was 230/130 and her nonprote n 
nitrogen 95 mg. percent. The blood pre s- 
sure curve, following recovery from this 
acute uremic episode, is shown pn 
Chart I. 


Case 2: A pharmacist, 43 years od, 
was very much overweight, tired easivy, 
was dyspneic on the slightest exerticn, 
and had occasional paroxysms of nuvc- 
turnal dyspnea. These symptoms had 
been present to a greater or lesser «x- 
tent since he had pneumonia in 19.8 
Since that time his blood pressure was 
said to have been above 200 whenever 
it had been taken. The effect of ascorbic 
acid on his blood pressure is illustrated 
in Chart II. 

Case 3: A retired school teacher, 69 
years old, complained chiefly of tinnitus, 
increasing deafness and vertigo which, 
at times, was quite distressing, and of 
arthritis in her knees. Her blood pres- 
sure curve is illustrated in Chart III 

Case 4: A housewife, 50 years old, 
had had a panhysterectomy in March, 
1941. A few weeks later she developed 
severe vertigo and was found to have 
a blood pressure over 200. She stated 
that it had not been below that figure 
at any time since. Since the blood pres- 
sure curve was plotted (Chart IV), she 
has been working as a matron in a mu- 
nitions plant and her systolic blood pres- 
sure has varied between 160 and 190. 

700 N. Michigan Ave. 


Physiology of Aging 


The picture of aging is not so dark 
and depressing as it seems, for these 
reasons: (1) an efficient mental life is 
possible, even with reduced physical fac- 
tors; (2) moderation in all things, plus 
competent medical guidance in regard to 
the accidents of disease, will tend to 
prevent undue corrosion of specific life 
links, so that all of them pass down the 
hill gradually and in step; (3) the man 
or woman who has passed the first six- 
ty or seventy years in honest toil and 
persistent efforts at understanding has 
accumulated a great reserve of wisdom, 
now at the disposal of the younger gen- 
eration; a reserve of wisdom which an- 
tidotes the stresses and strains induced 
by the fears, the vanities, the greeds 
and the ignorance of the earlier years. 


The progressive age changes, not 
shown to be due to specific disease are: 
(1) Gradual tissue drying, (2) gradual 
retardation of tissue oxidation (lower- 
ing of the basal metabolic rate), (3) 
gradual retardation of cell growth, re 
pair and division, (4) cellular atrophy, 
degeneration, increased pigmentation 
and fatty infiltration, (5) gradual de 
crease in tissue elasticity and degener- 
ative changes in elastic connective tis 
sue, (6) decreased speed, strength and 
endurance of skeletal neuromuscular re 
actions, (7) decreased strength of skele- 
tal muscle, (8) progressive degenera- 
tion and atrophy of the nervous system. 
impaired vision, hearing, attention, mem: 
ory and mental endurance.—A. J. Carl 
son, M.D., in Northwest Med., Jan., 1948 
















The duodenum lies in the complex and 
difficult upper right quadrant, and its 
disorders are not so well understood 
by most general clinicians as they 
should be. Dr. Graham here offers some 
sound and practical suggestions for 
diagnosis and treatment. 








N MANY of the diseases of the duo- 

denum the cause is unknown, and com- 
plete relief can not be promised. 

Juodenal Obstruction and Diverticula 


4 partial or complete obstruction of the 
duodenum may be caused by compres- 
sion of the mesenteric arteries or a re- 
laxed ligament of Treitz. (Fig. 1.) Ptosis 
of the right colon is often associated with 
it. 

Acute obstructien is not treated surgi- 
cally, but by inserting a duodenal tube, 
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Fig. 1. Duodenal obstruction due to compres- 
sion by the superior mesenteric vessels. 






preferably of the double-lumen (Miller- 
Abbott) type, to deflate the bowel. Sub- 
acute or chronic obstruction is treated 
by correction of nutritional deficiencies 
and by abdominal exercises. Surgical 
procedures have not given consistently 
good results. 

In many cases, duodenal diverticula 
are symptomless, and are found only 
on roentgenographic examination of the 
gastro-intestinal tract. This is easily un- 
derstood when it is realized that such 
abnormalities are found in 12 percent of 


















































*Presented before the Chicago pet 
Society, Oct. 6, 1942; abstract by R. L. 












Diseases of the Duodenum* 
By ROSCOE R. GRAHAM, M.D., F.A.C.S. 


Asst. Professor of Surgery, Univ. of Toronto, Toronto, Canada 
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all necropsies, being common after the 
age of 50 and rare in persons below that 
age, so they are definitely acquired le- 
sions. 

They are usually located on the con- 
cavity of the duodenum and are sur- 
rounded by pancreatic tissue. Ulcera- 
tion and inflammation do not occur in 
duodenal diverticula, and their surgical 
removal is rarely necessary. 


Duodenal Ulcer 


Duodenal ulcers are primarily treated 
by medical means, surgical treatment 
being added, if necessary, like another 
medicine. 

Complications, such as_ perforation, 
scar stenosis, penetration, hemorrhage, 
and occult duodenal ulcer may occur. 

Perforation of an ulcer is followed by 
a discharge of stomach contents into the 
abdominal cavity. Repeated cultures are 
rarely positive for bacteria, and the find- 
ing of pathogenic bacteria is an ex- 
tremely rare occurrence. These pa- 
tients do not die of peritonitis. 

Treatment of perforated ulcer: The 
patient is made comfortable with mor- 
phine and intravenous fluids (blood or 
blood serum is given if the patient is in 
poor condition) in sharp contrast to the 
old procedure of rushing him to the op- 
erating table for an ‘“‘emergency opera- 
tion’”’ 

When it is time to operate, a piece of 
omentum is cut and sutured over the 
perforation, and the resulting fibrin heals 
all tissues. The sutures are placed in the 
healthy duodenal (or gastric) wall and 
tied only securely enough to hold the 
piece of fat over the opening. They 
should never be tied tightly. 

This simple procedure was carried out 
on 97 patients, 91 of whom survived. Of 
the 6 who died, only one died of peritoni- 
tis. These operations were carried out by 
residents, not by skilled staff surgeons. 
Only 13 secondary operations were need- 
ed later, so there is no advantage in 
doing anything more than closing the 
perforation at the time of the first opera- 
tion. 


Penetration 
Any peptic ulcer patient who is not 
relieved by medical care, and especially 
by rest in bed, should be suspected of 
having penetration of the ulcer into the 
or biliary system. It 


pancreas, liver, 
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should be suspected when an ulcer loses 
its ‘‘timing’’, and does not occur in regu- 
lar cycles. Penetration most commonly 
eecurs in young persons. 


Bleeding 

Be sure that the bleeding, if any, is 
coming from an ulcer.(cirrhosis of the 
liver must be ruled out). Bleeding from 
an ulcer originates from the posterior 
wall, as it is only here that the vessels 
are large enough to cause severe bleed- 
ing, A recurrent hemorrhage indicates 
that the vessels are large enough to re- 
canalize. Continuous minimal bleeding 
indicates cancer or some other lesion 
(when repeated tests for blood in the 
stool are positive) rather than ulcer. A 
roentgen ray study of the colon, espe- 
cially the difficult right colon, may show 
a cauliflower carcincma. Massive hemor- 
rhage, in patients over 50 years of age, 
is an indication for surgery. Don’t wait 
for a second bleeding, as the mortality 
increases rapidly in older persons. 

If medical care is elected, give full 
feedings, to relieve the protein de- 
ficiency (Meulengracht method). 

Occult Duodenal Ulcer 

The occult duodenal ulcer occurs in 
the descending duodenum, above the pa- 
pilla. It is impossible to diagnose clini- 
cally, and is infrequently diagnosed by 
x-ray examination. It tends to penetrate 
retroperitoneally and can easily be 
missed, even when the abdomen _ is 
opened at exploratory operation. It will 
be found if the posterior peritoneum is 
incised, lateral to the descending duode- 
num, and the duodenum thus mobilized 
so that it can be pushed to the left, (see 
Fig. 2). Such a hidden ulcer may give 
rise to pains resembling those of gall- 
bladder disease, and occasionally even 
jaundice (due to edema of the dile duct) 
may appear. 

Pyloric Stenosis 

Pyloric stenosis may be caused by 
edema of the pylorus, by scarring, or by 
spasm. In young patients with ‘‘obstruc- 
tion of the pylorus’’, do not operate until 
their nutrition has been restored to nor- 
mal with blood transfusions, vitamins, 
thick cereal, and general medical man- 
agement. The obstruction may have been 
due to edema, in a patient with low body 
proteins. The same is true for patients 
who have been on low-protein diets and 
who vomit while under medical care or 
after operations. 
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Fig. 2. Mobilization of the duodenum a‘ter 
incising the peritoneum lateral to the decend- 
ing duodenum. 


Searring causes a mechanical obstruc- 
tion, secondary to atrophy of the mucosa 
and healing of an ulcer. This is com- 
monly found in older patients with a 
small amount of hydrochloric acid in 
the stomach, (Fifty percent of normal 
persons past the age of 50 have no gas- 
tric acidity.) 

Surgical Pointers 


Never permit a patient to be operated 
upon after a prolonged period of rest iv 
bed. The mortality of surgery of an 
kind is much greater when performed 
upon patients who have been under medi- 
cal care and complete rest in bed. There 
must be activity first, to insure normal 
functioning of the body. Let the patient 
eat a full diet and be up as much as 
desired for a few days before operating 
If the patient refuses, it is safer not to 
operate. If the patient complains of a 
‘cold’, even though there are no physi- 
cal signs, do not operate. We saw a 
death, due to pericarditis and peritoni- 
tis, after operating upon such a patient 


Surgical resection of all the 
curvature of the stomach is the best 
treatment. Gastro-enterostomy — should 
be abandoned. In patients 50 years of 
age, with scarring stenosis of the pylorus 
and low acidity, a pyloroplasty is all that 
is needed. 

The patient must be taught the three 
R’s: Rest, Recreation, Refusal of al- 
cohol and tobacco. Minor infections must 
be taken seriously. 


lesser 


CIRCUMSTANCES 
We are all the creatures of circumstance, but circumstances are 
not entirely beyond human control. Their control is, however, largely 
proportionate to our control of ourselves.—R. AUSTIN FREEMAN. 














All family physicians, who are the 
counselors of their patients, should be 
informed regarding the details of the 
cremation of human bodies, so that 
they can answer questions about the 
method intelligently. Dr. Lake here sets 
forth the points one ought to know. 











S FAR back as history goes, human 
fon have taken some pains in the 
d. sposal of the mortal remains of mem- 
bers of their families and those who 
were connected with them in any way. 
Some peoples have recognized the fact 
that the dead body contained nothing of 
that divine essence which they recog- 
nized as their friend; while others have 
been unable to convince themselves that 
one portion of inanimate flesh is quite 
like another and have instituted various 
practices whereby the physical tene- 
ments once occupied by their dear ones 
might be preserved from dissolution as 
long as possible, 


The Egyptians seem to have carried 
this idea of the preservation of human 
remains further than any other nation, 
although the ancient Peruvians also 
mummified their illustrious dead. In 
both these countries, however, because 
of the high cost of the mummifying 
process, only the rich or famous received 
this attention, the bodies of the poor 
being sealed in niches or buried in the 
ground. Among certain classes of people 
in the United States there seems to be a 
tendency to return to something like 
these practices, and careful embalming, 
together with the use of impervious 
metal caskets and underground vaults of 
concrete are rather widely used. 

Historical Notes 

Evidences have been found that hu- 
man bodies were disposed of by burn- 
ing as long ago as the Bronze Age (tenth 
century B. C.), and it is well known 
that cremation was in great favor among 
such highly civilized peoples as the Per- 
sians, the Babylonians, the Greeks, and 
the Romans. It is widely used today in 
many parts of the Orient. 


For some reason, the Christian Church 
threw all the weight of its influence 
against the practice of cremation and 
forbade it, under pain of penalties in 
this world and the next, so that even 
nations which had been wont to employ 
this highly satisfactory method aban- 
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Cremation 
By GEORGE B. LAKE, M.D., Waukegan, II. 


‘pany was organized 
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doned it when they came under the in- 
fluence of Christianity. 

Many centuries elapsed before anyone 
dared to defy the authority of the Church 
and dispose of the bodies of their dead 
by burning, and credit for the restora- 
tion of the practice is due to the Italian 
physicians and chemists, Polli and Brun- 


etti, and to others who took a bold 
stand in favor of it. 
The first crematory in Europe was 


built in Milan in 1877, and it became so 
popular that, by 1882, Italy had five other 
institutions of the kind. 

The idea spread more slowly in Ger- 
many. Gotha built the first German cre- 
matory in 1878, but a second (the one 
at Heidelberg) was not constructed until 
1891, and the third (in Hamburg) in 1895. 

Other European countries were still 
slower in taking action in this matter 
—Switzerland, 1889; Sweden, 1887; Nor- 
way, 1899; France, 1889; England, 1902, 
and Denmark, 1906. 

The first interest in cremation mani- 
fested in the United States was in 1874, 
when the ‘‘Society for Cremation of the 
Dead’’ was organized in New York City. 
The first crematory in this country was 
built in Washington, Pennsylvania, in 
1876, by Dr. F. Julius Le Moyne, who 
was an enthusiastic advocate of the prac- 
tice and whose own body was cremated 
in 1879. 

In 1881, the New York Cremation Com- 
and a crematory 
was built in the metropolis to serve as 
a model. From this time the idea 
soread rapidly until now most of our 
large cities are equipped to dispose of 
bodies in this manner. 

In considering the auestion of the dis- 
posal of human remains there are three 
main points to be considered: the hy- 
gienic, the esthetic, and the economic. 
For some, the occult aspect of the case 
is also of importance. 

Hygienic Aspects 

Numerous and extensive investigations 
have demonstrated that bacteria pres- 
ent in a body at the time of its burial 
will live in the soil for years and may, 
at any time, escape into the water sup- 
ply; to say nothing of possible infection 
of those who may have occasion to work 
in the soil where bodies have been 
buried. 

In addition to this, ptomaines and 
other solid and gaseous products of de- 
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composition may and undoubtedly do 
escape, not only into neighboring 
water supplies, but also into the air, 
so that the vicinity of a cemetery is 
always an insalubrious neighborhood 
for human habitations. 

Thus it appears that cremation, es- 
pecially of the bodies of those who 
have died of any contagious or infec- 
tious disease, is a hygienic measure 
of great importance. This is especially 
true in the large centers of population 
which are constantly increasing in 
number as well as in size, as the pack- 
ing of human bodies into the soil of 
large cemeteries, which are frequently 
situated in densely populated neigh- 
borhoods, cannot fail to have an un- 
favorable influence upon the health 
of hundreds. 


Esthetic Considerations 


Although there are many people who 
still shrink from the idea of having the 
bodies of their relatives cremated, there 
is, of course, no doubt that this is a 
far more esthetic process than that of 
burying them in the ground. The fact 
that few have the courage to visualize 
or contemplate the things that happen to 
a buried body readily indicates which 
method should be preferable by tender- 
hearted people. 


Economic Factors 

Objectors to cremation have some- 
times contended that cremation takes 
from the soil much nitrogenous matter 
which it needs. The reverse of this is 
true. When a body is buried in an im- 
pervious coffin or an underground vault, 
no enrichment of the soil can take place. 
Even under ordinary conditions the de- 
composing matter is so far below the 
surface that a long time must elapse 
before any effect can be produced upon 
the vegetable growth above. In any case, 
crops are not grown in cemeteries, and 
seepage into the surrounding soil is a 
long and leisurely process. 


During cremation all of the nitrogen- 
ous elements in the body are vaporized 
and escape into the air, being returned 
to the earth by the next rain, where they 
improve the soil far more than can be 
done by a body decaying in the grave. 


From the standpoint of personal eco- 
nomics the matter comes closer home. 
Burial space, especially in city ceme- 
teries, is very costly and the people who 
dread the idea of cremation for senti- 
mental reasons are almost always the 
ones who desire to incase the bodies of 
their dead in expensive bronze coffins 
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Retorts, showing front 


and seal these into concrete vaults. All 
these things cost a great deal of money: 
so much so that it is not infrequent that 
a family will spend the entire savings 
of a lifetime in order to give the remains 
of a dear one a ‘‘decent burial.’’ 


If cremation is to be practiced, the 
lighter and more readily combustible the 
coffin is, the better, so that much ex- 
pense can be saved here. Moreover, the 
ashes which remain after the fire has 
done its work are small in amount, whol- 
ly inoffensive, and may be — frequently 
are— simply scattered on the ground, so 
that no burial space is required. Those 
who wish to bury the ashes can do so in 
a space much smaller than that required 
for the accommodation of a coffin, and 
thus make another notable saving. 


The charge of cremating a body, in 
Chicago, is only about $40, which in- 
cludes the cost of a simple container for 
the ashes and also, as a rule, the use 
of the chapel for the funeral service, if 
desired. 


Arrangements for Cremation 


The cemeteries which have a crema- 
tory usually house it in the lower part 
of the mortuary chapel, so that there 
need be little or no handling of the 
coffin when the funeral ceremony is 
over. The first Chicago crematory was 
built in Graceland Cemetery in 1895. 
This is still a very pleasing and effici- 
ent institution. There are now five such 
institutions in the city. 


If a body is to be kept at all after 
death it may be lightly or completely 
embalmed. It is brought to the chapel 
in a wooden coffin without any metal 
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ining and placed upon the bier, which 
tands over a movable section of the 
loor. If death has been due to con- 
agious disease the coffin is not placed 
n the chapel but carried directly 
lown into the cremation room. 
When the service is over, the friends 
nd relatives go out and leave the cof- 
n restly quietly in the chapel. There 
; none of the heart-breaking ritual of 
lowering it into the grave and cover- 
ing it with earth. One or two mem- 
Lers of the family usually remain until 
tne body has been placed in the retort, 
end sometimes until the cremation is 
complete. 


The coffin is lowered from the chapel 
Ly a lift and wheeled to the front of the 
retort. The handles, name-plate and any 
metal work on the outside are removed. 
The door of the retort is opened, the cof- 
fin slipped in and the door closed. About 
one hour later (starting with a cold re- 
tort) the cremation is complete, and an 
hour after that, if necessary, the ashes 
can be removed, though it is better to 
leave them three or four hours or over 
night. 


The retorts (See Fig. 1) are made of 
heavy fire brick and are usually heated 
by some form of burner using fuel. oil 
and air under heavy pressure. The jet 


Columbarium, or Urn Room. 











Fig. 3: Simple and elaborate bronze urns. 
(The one at the left cost about $40; at the 
right, about $200.) 


or jets of flame are not directed upon 
the body, but against the top and sides 
of the retort. 


The coffin and clothing, which are dry 
and inflammable, are promptly con- 
sumed and the ashes are swept out 
by a powerful air blower, through a 
smoke burner. and into the chimney, 
from which nothing escapes but odorless 
gases and a little fine dust. 


The heat gradually evaporates all the 
moisture from the body and when this 
point is reached the temperature of the 

retort is from 1,600° to 2,400° F. The 
fuel oil is now shut off and the oxidiz- 
ing process, by which the remains are 
converted into carbon dioxide and 
nitrogen, proceeds by means of the 
intense heat and a powerful forced 
draft. At the end, nothing remains but 
the ashes of the bones—almost pure 
calcium phosphate. 


When the retort is opened the ashes 
are removed with a heavy steel brush, 
which reduces the bones to a coarse, 
granular powder. A magnet removes 
all the nails, screws and tacks which 
were used in the construction of the 
coffin. The ashes are placed in a small 
bronze box, 5x5x5 inches, or in a sim- 
ple stone urn, or are scattered to the 
winds among the shrubbery of the 
cemetery, as directed by those respon- 
sible. The receptacle containing the 
ashes may be taken home by the rela- 
tives; buried in a small grave; stored 
in the vaults of the cemetery (at a 
charge of $5 a year); or placed, in a 
more or less elaborate urn, in the 
columbarium (see Fig. 2), which is 
provided by some of these institutions, 
where a permanent niche may be pur- 
chased, the same as a lot outside. 
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Some of the urns deposited in this way 
are very beautiful and costly (see Figs. 2 
and 3). 


Before cremation can take place the 
authorities must have a_ certificate, 
signed by the person responsible for the 
disposal of the body, directing that it 
be disposed of in this manner and stat- 
ing what is to be done with the ashes. 
Those who desire that their bodies shall 
be cremated will be wise to leave writ- 
ten directions to that effect, in their wills 
or otherwhere. 


This method is rapidly gaining in pop- 
ularity. At Montrose Cemetery, Chicago, 
there were, in 1924, 1,403 burials and 
only 82 cremations: while in 1925 there 
were 1,322 burials and 115 cremations— 
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the percentages being 5.8 percent in 192 
and 8.7 percent in 1925. At Gracelan 
Cemetery, in 1932, there were 496 burial 
(40 percent) and 744 cremations (60 per 
cent); in 1937, 446 burials (34 percent 
and 866 cremations (66 percent). 

In many respects our present methods 
of dealing with human remains are ur- 
hygienic, unesthetic, uneconomic anc, 
in some instances and localities, absc- 
lutely barbarous. 


It is to be hoped that the simple, clean- 
ly, dignified, and civilized process cf 
cremation may rapidly replace all less 
satisfactory ways of disposing of the 
bodies of those who have gone on io 
other fields of endeavor. 


307 Washington St. 


The Stader Splint 


To correct any mistaken impressions 


on the part of our readers in regard to 
the illustration that accompanied the dis- 
cussion of the Stader splint which ap- 


peared in the January, 1943 issue of 
CLINICAL MEDICINE, page 26, we reproduce 
here a picture of the splint itself, see Fig. 
1, as our first rough sketch did not do 
justice to this device. 

The principle of the Stader splint is to 
imbed stainless steel pins into the bone 
on each side of the fracture. The pins 


are connected by an adjustable bar and 
plates, and manipulated by a turn buckle 
and set screws, which assist in reducing 
the’ fracture and then immobilize it. 

The entire manufacturing output of 
Stader splints is reserved for the armed 
forces until the end of the war, when 
the advantages and versatility of setting 
and fixing fractures with this apparatus 
will bid fair to revolutionize the treat- 
ment of a high percentage of all civilian 
fracture cases. 


Fig. 1. Stader splint showing pins and -adjustments. 





GRADUATE COURSE 


X. Diagnostic Errors, Part I 


Common Errors in 
Diagnosis of Chest 


Diseases 
Ey SAM E. THOMPSON, M.D., F.A.C.P., 
and WM. W. COULTER, JR., B.S., M.D. 
Kerrville, Texas. 


— the standpoint of the chest physi- 
cian, as is true no doubt of the other 
specialties, the most common error 
made by the general practitioner in the 
diagnosis of chest diseases is that cf 
arriving at a corclusion with insufficient 
evidence. The ‘‘snap diagnosis’’, so im- 
pressive to medical students and a cer- 
tain proportion of patients, is in our 
opinion best described as a short cut to 
the wrong answer. It cannot be too 
often repeated that there is no substi- 
tute for a careful and complete exami- 
nation, This does not mean, either, that 
one should examine the patient until an 
abnormal sign is found and then pat 
himself on the back and write the diag- 
nosis on the chart. Continue with the 
examination even though in your own 
mind you know that you will find nothing 
but confirmatory evidence. In more 
cases than you expect, you will learn 
something new about the case, and in 
the other cases you will have had val- 
uable practice. If you are already so 
proficient a diagnostician that practice 
has no value to you, you will never 
make a mistake anyway and have no 
reason for any study at all. 

The beginning of this paper may seem 
to be advice more suited to students 
than to experieneed practitioners, but we 
believe that it is very important ad- 
vice. In our own practice we use a 
printed form on which to record the 
examination in order to insure that 
we ourselves will not fail to make a 
complete examination in any case. 


Chronic Bronchitis 
To become more specific about com- 
mon errors, the most frequent incorrect 
diagnosis that we see is that of chronic, 
or, more rarely, acute bronchitis. The 


majority of the tuberculous patients 
seen by us have at some time in their 
illness been diagnosed chronic bronchi- 
tis. Of course they had bronchitis; every 
one with active open tuberculosis has. 
However, if the physician had not stop- 
ped at the point he did in the examina- 
tion, he would have discovered the cause 
of the bronchitis and accomplished what 
should be the aim of every one of us— 
that is, to make an early correct 
diagnosis. If every case of bronchitis is 
considered as a symptom and the cause 
searched for until there is actual evi- 
dence either that the bronchitis exists 
alone or that the cause has been found, 
many extremely grave errors will be 
avoided, Failure to suspect an early case 
of tuberculosis is sometimes excusable 
for the doctor, if the signs are obscure. 
(We do not mean to suggest that a 
long standing cough is an obscure sign.) 
To the patient, however, it may mean 
the difference between a comparatively 
rapid cure and a lingering illness: and 
we must never forget that the most im- 
portant person in medicine is the patient. 
If there is doubt in your mind as to 
whether or not radiographic examination 
is needed, have it done. ‘‘It is better to 
be safe than sorry.’’ The usual objection 
to this is the financial burden on the 
patient, but when the possibility of long 
time loss of income is balanced against 
the relatively low cost of a chest x-ray 
the odds are in favor of the x-ray. 


Anemia 


Surprisingly enough, almost as com- 
mon a diagnosis as chronic bronchitis 
is that of a “run-down condition’’. Such 
a diagnosis, even if tempered by the 
addition of hypochromic anemia, is 
nothing more in most cases than an ad- 
mission on the part of the physician 
that he is unable to find the cause of 
the symptoms. Until every possibility 
has been exhausted the diagnosis 
should be held in abeyance. The fact 
that physical examination reveals noth- 
ing does not mean that there is nothing 
wrong; absence of proof is not proof 
of absence. Individuals do not become 
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run-down for no reason, and the deci- 
sion that a run-down condition exists 
should be a starting point in the final 
diagnosis, not an end in itself. Let us 
say again that negative physical exami- 
nation means no more than a negative 
sputum examination. Major pathological 
changes may exist in the lungs without 
any physical signs whatsoever. It is also 
well known that physical signs may dis- 
appear without the disappearance of 
the lesion, and that they may return 
with no change in the disease. Physical 
examination of the chest should, there- 
fore, be repeated at frequent intervals as 
long as they are negative if there is 
any reason to suspect that there may 
be lesions in the lung. 
Pleural Effusion 


As regards difficulties in the actual 
physical examination, perhaps more 
difficulty is encountered in distinguish- 
ing between thickened pleura and pleural 
effusion than any other single thing. The 
signs are nearly the same; diminution 
or absence of breath sounds, dullness or 
flatness over the affected area, and less- 
ened fremitus. It will be in many cases 
a considerable help to observe the 
position of the mediastinum. In many 
cases of pleural effusion it will be shifted 
to the opposite side. Also, a small 
triangular area of dullness will often be 
found filling the angle between the ver- 
tebral column and the base of the nor- 
mal lung; this is known as Grocco’s 
triangle and is caused by shift of the 
mediastinum posteriorly due to the pres- 
sure of fluid. When found it is a valuable 
differential diagnostic sign, but neither 
its absence nor the absence of shift of 
the mediastinum anteriorly can be con- 
sidered evidence that pleural effusion 
does not exist. The mediastinum may 
be stiffened, or the erector spinea mus- 
cles may be of such thickness as to 
seriously interfere with percussion of 
Grocco’s triangle. If doubt remains, no 
harm can be done by the insertion of 
a needle into the pleural space, The 
needle should be of sufficient diameter 
to insure the passage of pus, as it is 
possible to have an empyema without 
typical symptoms. Constant suction 
should be made on the needle, so that 
an infected pleural space will not be 
transversed and the lung entered with 
a contaminated needle. In the event that 
there is neither fluid nor pus in the 
pleural space one need not fear enter- 
ing the lung; it is extremely unlikely 
that any harm would result from 
such an accident if aseptic precautions 
are taken. If one is available, it is wise 
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to attach a water manometer to the 
setup. This will not only give inform:.- 
tion as to the pressure in the cavit:, 
but will usually record the entrance of 
the needle into either the pleural cavity 
or the lung. The use of a rather dv!l 
needle is advised, as this minimizes the 
chance of entering the lung, and al:o 
affords more tactile sensation to the fin- 
gers in introducing the needle. 

Once a pleural effusion is diagnos«d 
the cause should be searched for, and 
if no cause is found the effusion shou'd 
be considered tuberculous. The textboo':s 
give a certain percentage of pleural cf- 
fusions as being tuberculous in origin. 
Neither of us recall just what this per- 
centage is, since we regard all pleural 
effusions as being tuberculous until they 
are proven otherwise. It would, of 
course, not be justifiable to treat every 
patient who has. had a pleural effusion 
as if he had active tuberculosis, but it 
is certainly justifiable to make checkups 
at frequent intervals—say every three 
months—by x-ray in order to catch any 
beginning lesion at its beginning. The 
fact that a radiograph has been made 
and found negative does not mean that 
there is no pathology, We repeat that 
absence of proof is not proof of absence. 

Sputum Examination 


Examination of the sputum has 
already been mentioned in passing, but 
deserves more attention. Repeated spu- 
tum examinations should be made in 
every case where there is sputum. A 
recent baffling case of the authors was 
solved after a period of several months 
by laboratory report that the sputum 
was loaded with tubercle bacilli. This 
case had been examined radiographically 
and by bronchoscopy as well as by 
physical examination, both by the authors 
and several consultants of national repu- 
tation, over a period of months with 
no definite diagnosis. If sputum examina- 
tions had not been persisted in daily 
for this time the answer might still be 
in doubt. 

**Post-influenzal Asthenia’’ 

Another surprisingly frequent diagnosis 
is that of ‘“‘post-influenzal asthenia’’. 
While such an entity may exist (we 
are not certain it does), such a diag- 
nosis should never be made until the 
most exhaustive search for pulmonary 
tuberculosis has been made, and even 
then we should be prepared to re-investi- 
gate upon the slightest suspicion that 
something may be wrong. The same 
statement applies to unresolved pneu- 
monia, except that we have not seen a 
proven case of unresolved pneurnonie in 
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ur practice to date, and will be rather 
urprised if we ever do. 

In conclusion, let us note that an at- 
itude of suspicion coupled with a care- 
ul and complete examination is of more 
alue in the diagnosis of chronic chest 
diseases, and, we believe, in the diag- 
;osis of most other diseases, than any 
«mount of skill or astuteness. 
o 


Diagnoses Commonly Missed 


in General Practice 
By M. PINSON NEAL, M.D.* 
Columbia, Missouri 


RAPID review of cases from a con- 
- sultant surgical and autopsy service 
in pathology for a 25 year period im- 
presses one with certain mistakes, fail- 
ures in the utilization of available and 
dependable diagnostic procedures, and, 
only too often, an inadequate or misin- 
terpreted history. The intent here is to 
discuss from a practical standpoint com- 
mon conditions that can be diagnosed and 
intelligent therapy applied toward cure, 
saving life, preventing complications, and 
shortening periods of illness. 


Pyrexia 

Body temperatures of 100—102, even 
104° F. or higher, are common in the 
acute infectious, communicable, exan- 
thematous, and inflammatory diseases; 
yet it is not rare that severely ill pa- 
tients suffering from one of these pos- 
sess normal or subnormal temperatures. 
These represent massive fulminant in- 
fections, little or no resistance of the 
host to the infection, resistance broken 
by the disease, or the terminal stage of 
a fatal illness. Most practitioners inter- 
pret such temperatures in their true per- 
spective, but not uncommonly the oppo- 
site holds true. But what of the pyretic 
patient in whom no obvious cause is 
found, where no external evidence, as a 
rash, is presented, no symptoms or com- 
plaints of pain, cough, or diarrhea are 
elicited, and no physical findings, as 
rales, lung consolidations, rose spots, 
muscle rigidity, spasm, or enlarged 
spleen, are found? These are the pa- 
tients who try the mettle of the general 
physician and of the consultant. From 
experience here is offered a discussion 
on the following conditions, all of which 
are accompanied by fever that at times 
is very difficult to satisfactorily explain: 
toxic goiter, malignancies, tuberculosis, 
syphilis, cardiac (myocardial) infarc- 
tion, and nervous exhaustion. 


*Professor of Pathology, University of Mis- 
souri School of Medicine. 
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Toxic Goiter 


Patients with toxic goiters often 
have fever with readings of 100°, 
even 101° F., for weeks or months, 


and the diagnosis is missed by physi- 
cian after physician. The toxic goiter 
can and should be recognized from the 
general symptoms, signs and history and 
be confirmed or diagnosed by the basal 
metabolic rate. Detoxifying iodine ther- 
apy properly applied followed by re- 
examinations and repetitions of the bas- 
al metabolism determination will clarify 
the questionable case, without, or at 
least prior to, vessel ligations or re- 
moval of the diseased thyroid. Retroster- 
nal, often termed ‘‘intrathoracic goiter’’, 
commonly missed on physical inspection 
and examination should be remembered 
as a possibility, and as recognizable by 
x-ray. 
Malignancies 

To the carcinomas and 
the common malignant 
especially add Hodgkin’s disease and 
the leukemias. A _ rather high per- 
centage of obscure and prolonged fe- 
vers eventually is found to be associated 
with some malignant neoplastic disease. 
With the modern x-ray available for 
study of internal structures and the use 
of opaque substances for the demonstra- 
tion of filling defects, displacements, 
stomata, stenoses, or other abnormal 
features, many formerly obscure pri- 
mary tumors are now readily found. If 
and when lesions are accessible for biop- 
sy, as breast nodules or lumps, enlarged 
lymph nodes, especially those sentinel 
to an undiagnosed lesion, as an ulcer 
or a solid growth, they should be re- 
moved and submitted to a pathologist 
for diagnosis. The leukemias are readily 
recognized by their diagnostic blood find- 
ings, or when in the aleukemic phase, 
by bone marrow punch (biopsy). Malig- 
mancies that have become _ ulcerated, 
as in stomach, rectum, or uterus, or 
that are undergoing necrosis, especially 
large growths, as involve uterus, stom- 
ach, liver, lungs, and bones, generally 
cause febrile reactions, and, in fact, 
pyrexia is to be anticipated and should 
not be cause for undue surgical search 
for ‘‘obscure infections’. We have per- 
formed many autopsies upon the vic- 
tims of undiagnosed malignancy of a 
few months or even of three to five 
year history of fever of undetermined 
origin. 


sarcomas, 
tumors, we 


Tuberculosis 
This universal disease of man is still 
a common cause of pyrexia of unde- 
termined origin (P.U.O.). Only within 
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the past ten days two cases of very 
active and massive pulmonary tubercu- 
losis with bilateral cavitations have come 
to our autopsy table with the cause un- 
recognized, without a sputum examina- 
tion for the diagnostic acid-fast organ- 
isms, or the benefit of available x-ray 
service. One, a male of.70 years cf age, 
‘thad been failing for three months, had 
lost 30 to 40 pounds in weight, and had 
run a fever of 101° to 103° F. for six 
weeks’’. The other, a male 24 years of 
age, had “lost some weight, was very 
weak, and had a fever with a daily 
maximum of 103° to 105° F. for over five 
weeks’’. With the x-ray for study of the 
lung fields, bones, and other tissues, 
and the bacteriology laboratories for the 
examination of sputum or other excreta 
for the telltale tubercle bacilli, there 
can be little excuse for tuberculosis to 
go unrecognized. 
Syphilis 

Freqgently, this, another universal dis- 
ease of man and the imitator of almost 
all diseases, leads to sundry manifesta- 
tions, one of which is prolonged fever. 
This has been seen so many times that 
it has become a personal rule always 
when considering unexplained pyrexia to 
ask, ‘‘What is the Wassermann or Kahn 
reaction?’’ Even though these are nega- 
tive, syphilis has not been eliminated. 
There should be a globulin determina- 
tion, a cell count, a Wassermann or 
Kahn reaction, and a colloidal gold test 
upon the spinal fluid, If these and re- 
peated blood Wassermann or Kahn tests 
are negative, then the therapeutic test 
is yet to be tried before syphilis is en- 
tirely ruled out. 


Cardiac (Myocardial) Infarction 


Coronary artery occlusion, coronary 
artery disease, is the high price paid 
for overwork, anxiety, worry, and the 
great use of tobacco, as seen particular- 
ly in the medical profession. The death 
rate from coronary disease is alarm- 
ing. Not all cases of coronary artery 
occlusion exhibit the severe and diagnos- 
tic manifestations given in the classical 
descriptions. Some of the lesions escape 
diagnosis and the patient suffers a car- 
diac rupture or severe dilatation during 
exertion or under excitement. He has 
unknowingly abused his heart and short- 
ened life because the primary lesion was 
unrecognized. These cases are entirely 
missed unless there are post mortem 
examinations, Too often the pathologist, 
at the autopsy table, diagnoses coronary 
artery disease with the finding of 
sclerotic changes, occluding thromboses, 
infarctions, myomalacia, spontaneous 
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ruptures, myocarditis, myocardosis, ani 
scarring. 

A well considered history with clinic: |] 
signs and symptoms should lead to the 
recognition of this disease at least in 
its more severe forms. There is drama - 
ic abruptness in onset, whether bly 
thrombus, atheromatous. ulcer, loc] 
hemorrhage, inflammatory edema, ir 
arteriosclerotic nodule. The _ clinic il 
evidences of shock, circulatory collaps>, 
fever, the increase in total leucocy‘e 
count with a rise in neutrophil percen- 
tage, accompanied by = arrhythmias 
fibrillations, and even block, the dysp- 
nea, nausea and vomiting, the grayish 
pallor with severe sweating, the appre- 
hensiveness and restlessness of the p.- 
tient, and the severe, constant, deep- 
seated, agonizing, sharp, tearing, vice- 
like pain, are clinically characteristic of 
the disease, and point to anoxia of myo- 
cardium from coronary occlusion. The 
pain in severe cases often follows pre- 
monitory chest symptoms, and, while it 
is described as being typically retroster- 
nal, frequently radiates to right or left 
in the thoracic region and not uncom- 
monly is epigastric cr abdominal, and 
may be accompanied by local tender- 
ness and even muscle spasm. It is not 
relieved by the ordinary dose of pain- 
relieving drug nor by the vasodilators, 
amyl nitrite and nitroglycerin. It may 
simulate an acute abdominal condition 
and lead the unwary surgeon into need- 
less and harmful operative procedure. 


Patients suffering this catastrophe 
need early diagnosis, for treatment pre- 
dominantly rests upon protection from 
further damage and requires sedation 
and absolute rest in bed. The electro- 
cardiogram in almost all cases shows 
characteristic changes which are con- 
clusive and diagnostic even when symp- 
toms may be slight. Repetition of the 
procedure is indicated in the rare case 
where it fails early to show any of the 
changes common to myocardial damage. 
The procedure generally shows such 
diagnostic changes even on the second 
day, and reveals progressive changes 
when repeated at two to three day inter- 
vals, When the lesion is established and 
there is absorption from the area of 
necrosis the blood sedimentation rate be- 
comes more rapid and persists so, long 
after the leucocytcsis and the neutro- 
philia have disappeared. This test is es- 
pecially valuable in differentiating myo- 
cardial infarction from angina pectoris 


Nervous Exhaustion 


A non-organic disease, or a non-patho- 
logical entity, has become within the last 
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three decades a fairly common term in 
ccrtain medical literature. For lack of 
a more scientific background for diag- 
nosis, it is accepted even by a path- 
ologist because an ever-increasing num- 
ber of individuals who are physically 
and possibly mentally exhausted and 
living in anxiety states have prolonged, 
wexplained fever without organic 
bi sis. In these patients rest, relaxation, 
relief from responsibilities and anxieties, 
ckange of environment, and a regular 
schedule of work and play, with a 
belanced diet, work their magic. A 
Chinese writer, Lin Yutang, has truly 
said, ‘‘Americam worship of hard work 
is a national cross on which men crucify 
themselves’’. 


Causes of Undiagnosed Fever 
Don’t forget: 


. Toxic goiter 
. Malignancies 
(a) Tumors 
(b) Blood diseases 
. Tuberculosis 
. Syphilis 
5. Cardiac infarction 
. Nervous exhaustion 
ey 


Common Mistakes in the 


Diagnosis of Skin Diseases 


By PAUL H. POWER, M.D. 
Waco, Texas. 


NE of the most frequent mistakes is 
that of confusing the herald spot of 
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Pityriasis Rosea with Tinea Circinata, 
(ringworm of the body). This is a round, 
oval, fawn-colored lesion; the entire 
space is covered with fine cigarette 
scales; the border is not vesicular or 
papular and the center is not clear, as 
we expect to find in Tinea Circinata. If 
the scales are removed and macerated 
with 33% potassium hydroxide, glass slide 
heated gently and examined under the 
microscope, mycelia and spores will be 
readily recognized in Tinea Circinata. 

The herald spot usually appears from 
3 to 10 days prior to a shower of round, 
oval lesions, varying in size from pin 
point to split pea size, dime or even 
quarter, fawn-colored, occurring along 
the lines of cleavage of the trunk and 
chest, and the lesions may involve the 
entire body from the scalp to the dor- 
sal surfaces of the feet. It generally 
takes from 3 to 8 weeks for complete 
evolution, and about the same length of 
time for complete’ resolution. The 
mucous membranes have been reported 
as being involved. 

Although two cases have occurred in 
the same family, it is not felt that this 
is an indication of its being infectious 
or contagious, but rather coincidental. 

This must also be differentiated from 
the secondary lesions of syphilis. These 
are generalized, the patient usually has 
some concomitant signs and symptoms, 
with the history of exposure and perhaps 
a primary lesion, positive serological 
tests and dark field examination. 

(To be continued) 


Diagnosis of Bronchial Obstruction 


Patients suffering from bronchial ob- 
struction usually give a history of cough, 
pain in the chest, and, not infrequently, 
of spitting blood. 

Physical signs: A unilateral wheeze, 
with diminished breath sounds, is heard 
if the brenchus is only partially narrow- 
ed. The wheeze disappears and breath 
sounds are absent in one lung when the 
obstruction becomes complete. 

X-Ray signs: A large film should be 
taken at the height of inspiration and an- 
other film after expiration is complete. 
By comparing the two films, it may be 
seen that the affected lobe does not col- 
layse on expiration. Lateral films may 
show a tumor or foreign body of paper- 
like thinness or one hidden normally by 
the diaphragm. Visualization of the bron- 
chus usually requires films taken with 


the bucky diaphragm, 
or after introducing 
trachea. 

Early cases of bronchial obstruction 
show emphysema of the affected lobe and 
movement of the heart away from the 
affected side. Advanced cases show col- 
lapse of the lobe (atelectasis) and move- 
ment of the heart toward the affected 
side. 

Tuberculosis, foreign bodies, non-tuber- 
culous infections (bronchial obstruction is 
only temporary in this type), tumors both 
benign and malignant, and bronchiectasis 
are causes of bronchial obstruction. 

If bronchial obstruction does not quick- 
ly disappear, a bronchoscopist should he 
consulted and the diagnosis completed. 
—G. W. Hotmes, M.D., in Northwest. 
Med., Nov., 1942. 


the planograph, 
lipiodol into the 
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Glaucoma and the 


PPROXIMATELY 20,000 men and 

women in the United States are totally 
and incurably blind, and 100,000 others 
have lost part of their sight, as the result 
of glaucoma, which is responsible for 10 
percent of all blindness in this country. 
The disease is usually controllable in its 
beginning, but it is hopelessly fatal to 
sight after serious changes have taken 
place in the structure of the eye. 


The task of the general practitioner 
is threefold: to discover the presence 
of glaucoma among his patients, to refer 
them to eye clinics or ophthalmologists, 
and to cooperate with the latter by fur- 
nishing all the data concerning the gen- 
eral health of the patients. 


In many cases, even when patients 
know that they have glaucoma, they 
neglect to visit their doctors or clinics 
and postpone operations until it is too 
late. It should be emphasized to the 
general public that the chief hope for 
sufferers from this disease is through 
medical care started early and carried 
out continuously. 


Acute glaucoma has a stormy begin- 
ning and runs an exciting course. It is 
characterized by excruciating pain in 
and around the eye, almost complete 
loss of vision, one-sided headache, nausea, 
vomiting, dilatation of the pupil, and 
a cloudy cornea. Occasionally, the in- 
experienced physician may think he is 
dealing with a gastric upset or iritis, 
and valuable time is lost. And yet the 
diagnosis is simple: loss of vision, hard- 
ening of the eyeball, congestion, and 
cloudy cornea are pathognomonic of 
acute glaucoma. Immediate action can 
save the eye from blindness. 


*N. Y. St. J. of M., Nov. 15, 1941. 


General Clinician* 


But for every case of acute glaucorna 
there are about 10 cases of a different 
type—simple glaucoma—which sneaks 
into a patient’s eye almost without his 
knowledge, gradually and almost pain- 
lessly robbing him of his sight. It is for 
the early discovery of this type of glau- 
coma that the medical practitioner's 
help is needed. 


The impairment of vision usually be- 
gins in one eye at first. It usually ap- 
pears around the age of presbyopia or 
menopause, somewhere between 40 and 
50 (at times later), with an occasional 
blur in front of one or both eyes and a 
slight, one-sided headache. The patient 
experiences some difficulty in reading; 
a few hours spent playing cards or at 
the movies leave him with an uncom- 
fortable feeling in his eye and blurred 
vision; or he may see rainbow-colored 
halos around the lights. This dangerous- 
ly mild course may last a long time 
(months or even years) before the pa- 
tient becomes aware of a considerable 
loss of central vision and of a defect 
in the peripheral field of vision. Most of 
the time the loss is not recoverable and, 
then, the problem is how to arrest fur- 
ther loss of vision. 

The proper technic could be acquired 
in a few hours by attending lectures 
and demonstrations organized by oph- 
thalmologists of your locality. 

1. Measure the acuity of vision. The 
cause of subnormal vision of one or both 
eyes must always be investigated. 

2. Examine the size of the pupils and 
their reaction to light. Inequality of pu 
pils or poor reaction to light is not to be 
ignored. 

3. Feel with the fingers whether the 
eyes are normally soft or hard. One can 
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ecquire this ‘feel’? by instruction and 
practice. 

4. Examine each eye with the ophthal- 
rioscope and find out whether the optic 
cisks are pale and excavated, 

5. Ask the patient about the occur- 

nce of occasional blurring or cloud- 
iig of vision, seeing rainbow rings 
eround a distant light, one-sided head- 
aches, discomfort in or around the eyes 
a ter movies, excitement, and worry. In- 
qiire whether the patient experiences 
d fficulty in reading in spite of recently 
p-escribed glasses. 

6. Ask whether there is a case of 
gaucoma in the family. Above all, ex- 
e cise tact so as not to alarm the patient 
uiduly, but if glaucoma is suspected, 
refer him to an ophthalmologist at 
o..ce. 

With a pair of healthy eyes, patience, 
and ten carefree hours at his disposal, 
any medical practitioner can acquire the 
necessary knowledge and skill to make 
an ophthalmoscopic examination.—Mark 
J. SCHOENBERG, M.D., New York City. 


+ 


Resuscitation of the Newborn 


A new born infant which does not 
breathe normally should have the trachea 
aspirated at once. A semirigid catheter 
of latex or similar substance, approxi- 
mately No. 12 French, is smoothed off 
with emery paper on the tracheal end, 
and can then be introduced by using an 
electric-lighted infant laryngoscope (sev- 
eral inexpensive models are now on the 
market). The laryngoscope is used like 
a tongue depressor to force the tongue 
and epiglottis anteriorly, and the catheter 
is gently introduced into the larger tra- 
cheal opening, which lies just in front of 
the smaller esophageal opening. The open 
end of the catheter is placed in the at- 
tendant’s mouth and suction applied. By 
removal of the tracheal mucus, imme- 
diate death from asphyxia is prevented 
and death in two or three days from as- 
spiration pneumonia is avoided.—R. Tor- 
PIN, M.D., in J. A. M. A., Jan. 9, 1941. 


[This substitution of a simple, safe meth- 
od in place of blind catheterizing of the 
infant’s trachea will result in the relief 
of “blue babies.’’ These small laryngo- 
scopes can be used with the child lying on 
its back, and are little more difficult to 
employ than a tongue depressor. They 
are of value at any time a youngster is 
having trouble in breathing, due to a 
foreign body, membrane, or mucus, and 
will be found to have many uses in gener- 
al practice.—Eb.] 
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Therapeutic Uses of Heat 


Physical therapy can become as ab- 
sorbingly interesting as any other 
branch of medicine, if the physician has 
a knowledge of, and skill in, the use of 
the needed tools, equal to that required 
in the practice of the other specialties; 
if not, then physical therapy becomes 
merely glorified ‘home treatment.”’ 


When heat is applied to any extrem- 
ity and increased pain follows, the heat 
is too intense for the circulation, and 
must be stopped. This is especially true 
in such conditions as diabetic gangrene, 
thrombo-angiitis obliterans, Raynaud’s 
vascular spasm, and so on. The applica- 
tion of heat in such cases is harmful and 
will cause increased tissue damage. 


Starr has shown that, if the legs of 
patients suffering from advanced vas- 
cular disease are placed in water baths 
varying from hot to cold, they continue 
to suffer pain, but are partially or com- 
pletely relieved when the legs are im- 
mersed in a bath of neutral tempera- 
ture (92° to 94° F.). Diathermy, if used 
at all in such cases, should be employed 
only through the pelvis. 

In the treatment of infection and in- 
flammation, that temperature should be 
used which relieves pain, which is es- 
sentially produced by pressure that in- 
terferes with the return circulation. Once 
the temperature at which pain is les- 
sened, is found, one should slowly in- 
crease the temperature, aiming at an 
increase of circulation without an in- 
crease of pain. 

In the treatment of shock, do not at- 
tempt to warm the patient rapidly by 
externally applied heat. This may cause 
a wide opening of the peripheral ves- 
sels and a draining off of the already 
inadequate blood volume, followed by 
complete circulatory collapse. 

In the treatment of abdominal pain 
due to appendicitis, peritonitis, peptic 
ulcer, and gastric hemorrhage, heat 
should be applied after any necessary 
surgical treatment has been given. Re- 
cent study has shown that ice packs 
cause vigorous muscular movements in 
the stomach and the small and large in- 
testine. Heat to the abdomen causes a 
reduction in peristalsis, anemia of the 
mucous membrane, and a decrease in 
secretory action. 

Never tell a patient to use hot appli- 
cations without informing him that wa- 
ter hotter than 110° F. should not be 
used. This is especially important when 
the heat is to be applied to a finger or 
toe. Shortly after immersing an extrem- 
ity in hot water, the patient becomes 
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less conscious of the heat and concludes 
that the water has cooled. This is only 
partly true. What has happened is that 
his nerve endings have become less 
sensitive to heat, and he may keep on 
adding hotter water until the temper- 
ature reaches 120° F. With increased 
heat intensity, the vasomotor system is 
interfered with and the circulation ar- 
rested, possibly to the point of gangrene. 

The maximum benefit from hot appli- 
cations will be obtained in half an hour. 
Hot applications should not be used on 
sprained ankles, at least until after the 
period of capillary bleeding has passed. 

Tell the patient not to go to sleep on 
an electric pad. The accumulated heat 
cannot be carried away by the blood 
stream, and a burn ensues. 


Hard and stiff contractures may be 
remedied by the use of daily paraffin 
baths. All that is necessary is a double 
boiler and 8 pounds of paraffin. The 
paraffin is melted, and then allowed to 
cool until the hand or foot can be dipped 
into it without burning. The dipping is 
repeated until four or five layers cover 
the part, the paraffin cast is allowed to 
remain on for from to 15 to 30 minutes, 
and is then peeled off and returned to 
the double boiler—F. H. EWERrHARDT, 
M.D., in South. Med. J., Jan., 1943. 


> 


Second Attacks of Rubella 


We are having an epidemic of rubella 
in South Milwaukee, Wisconsin. 

According to Meakin’s ‘‘Textbook on 
Medicine’’, second attacks of rubella 
are, he quotes, ‘‘extremely uncommon’’. 
Holt and Howland’s textbook on ‘“‘Dis- 
eases of Infancy and Childhood”’ states, 
“It occurs but once in the same individ- 
ual’’. 

I would like to correct this misconcep- 
tion. I have seen two patients, one a 
seven year old and the other an eight 
year old child, who have had attacks of 
rubella and had a normal convalescence 
returning to school and six weeks later 
have had new attacks of this disease. 
In the case of the boy, aged eight, the 
second attack was much worse than the 
first. In the case of the girl, aged seven, 
the second attack was milder than the 
first attack. 

With thousands of cases of rubella all 
over the country today, there should be 
more reports of second attacks. 

The City Health Department tells me 
that they have at present seven patients 
who have had attacks of rubella more 
than once. — Harotp H. OBERFELD,, M.D., 
South Milwaukee, Wisconsin. 


CLINICAL MEDICINE 


Calcium and the Teeth 


No calcium can be withdrawn fron 
or deposited in teeth that are fully calci- 
fied, because such teeth are avascul:r 
and acellular, providing no mechanis:n 
for the transfer of calcium. The gre it 
ealcium reservoir of the body is tle 
bones, from which the fetus draws wh it 
it needs. Calcium and vitamin D therapy 
is of great value during childhood, be- 
cause the calcification of all permanent 
teeth and a portion of the deciduo is 
teeth occurs after birth. — VERN }). 
IRWIN, D.D.S., Minn. Med., Nov., 1942 


Sa 


Look for THE LEISURE HOUR among 
the advertising pages at the back. 
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Causes of Hemoptysis 


Fifty years ago, hemoptysis almost 
always meant tuberculosis, with mitral 
disease in second place. These diseases 
are still the principal causes of this 
symptom, but modern methods of diag- 
nosis have disclosed a number of others, 
as shown in Chart I. 


CHART I 


NATURE OF LESION 


Bronchiectasis 
Primary carcinoma of bronchus 
Tracheobronchitis 

Pulmonary abscess | 
No evidence of disease | 
Nonsuppurative pneumonitis 


Suppurative pneumonitis 
Adenoma of bronchus 
Secondary cancer of lung 
Lobar atelectasis | 
Primary carcinoma of trachea | 
Other conditions—one of each | 


TOTAL 


Every patient with true hemoptysis 
(excluding hematemesis and _ bleeding 
from the mouth and throat) should have 
a thorough fluoroscopic and roentgen- 
ographic _ study, and ___— bronchoscopy 
should be performed as soon as gross 
bleeding has ceased for several days 
(it may safely be carried out at once 
if there is mere streaking of the sputum 
with blood). 


Since hemoptysis is a rare early 
symptom of bronchial carcinoma, the 
bronchoscope should be used on all sus- 
pected cases before this symptom ap- 
pears, if the patient is to be helped 
—Drs. CHEVALIER L. JACKSON and SIDNEY 
DiamonD, in Am. Rev. of Tuberc., Aug., 
1942. 





POSTAURICULAR EDEMA 


Weight Gain and Eclampsia 


No woman whose weight is carefully 
atched and who is not permitted to 
,;ain more than 20 pounds during preg- 
ancy will have a toxemia or eclamp- 
sia. Eclampsia is due to hydration of 
(.e body tissues, and the earliest sign 
its onset is an increase in body 
\ eight, often rather rapid, which should 
le treated by removal of all salt from 
ie diet and restriction of liquids, until 
ie weight is normal. Eclampsia_ is 
‘eated by restriction of liquids, spinal 
incture, and intravenous injections of 
»xtrose solution. The rapid reduction 
* the edema of brain is followed by 
»ssation of seizures and return of nor- 
ial consciousness.—J. O. ARNOLD, M.D., 
i: Med. World, Dec., 1942. 
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Clinical Significance of 
Postauricular Edema 
The appearance of edema behind the 


sar should suggest these diagnostic pos- 
sibilities: 





Mastoiditis, acute suppurative 


History of cold or sore throat, fol- 
lowed by pain in the ear and dis- 
charge of pus spontaneously or after 
incision of drum; tender, swollen 
mastoid process; swelling of canal 
wall superiorly and posteriorly near 
the drum; moving the auricle does 
not cause pain. 





Suppuration of a lymph node 
Etiology: Scalp infection, pediculosis 
capitis; acute purulent otitis media. 
The outlines of the node can be pal- 
pated for the first 5 days. The patient 
appears well, usually has little pain, 
complains of very marked tender- 


ness on palpation. There is good 
hearing in the ear; the canal is not 
swollen. 


External] otitis, acute circumscribed 

(“boil in the ear’’) 
Follows scratching of ear with finger 
or toothpick; no preceding upper 
respiratory infection. The ear feels 
‘“full,”’ itchy and later, painful. The 
canal is swollen; one localized point 
of tenderness indicates the abscess. 
There is marked pain on moving the 
auricle. 


Direct injury to the mastoid region 
Injury to the mastoid is frequent in 


children. A localized discolored area 
is often found. 
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Drug rash 


A “thhome remedy” has been applied 
to the skin or dropped in the ear. 
The skin is reddened, swollen, mark- 
edly tender and hot. The swelling 
does not pit. The ear is normal when 
examined with the otoscope. 





Thrombosis of the emissary vein 


Five weeks previously, the patient 
had a cold which lasted for a few 
days, accompanied by a low grade 
fever and occasional ear pain. He 
feels well until chills and fever ap- 
pear. An area of localized inflamma- 
tion is seen directly below and slight- 
ly posterior to the mastoid process. 
The ear drum may appear normal or 
slightly inflamed. The diagnosis is 
made on the basis of the chill fol- 
lowed by a ‘“‘spiking’’ fever (ranges 
from 101° to 105° F.). 


Mastoiditis in infants (Granuloma 
of the mastoid) 


This condition occurs in infants under 
18 months of age. Often, there is a 
history of discharge for 4 to 6 weeks. 
A small amount of foul smelling 
secretion is found in the canal and 
the posterior-superior canal wall is 
swollen. The postauricular edema is 
painless; fluctuation and pitting are 
present. Pressure over the swelling 
increases the amount of discharge, 
proving that a direct communication 
exists between the swelling and canal. 


—JoserpH KASNETz, M.D., in E.E.N.T.M., 
Mar., 1943. 
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The Use of Digitalis 


Digitalis is absorbed by the heart 
muscle and primarily increases the 
force of the systolic contraction, thus 
helping to empty the ventricles more 
completely, in a failing heart. The pe- 
riod of systole is shortened, which al- 
lows more time for the diastolic filling 
of the ventricles. Thus, digitalis may 
cause marked improvement in heart 
failure without cardiac slowing, so that 
the pulse cannot be relied upon as the 
sole indication of sufficient digitalization. 

Doses of 5 or 10 drops of tincture of 
digitalis, three times daily, in an un- 
treated case, are worthless, because 
such small doses cannot saturate the 
heart muscle. Large doses must be 
given, and then small doses can be used 
for maintenance. Eight (8) cat units 
(c.u.) may be given at once, followed 
by 4 c.u. in six hours, and 2 c.u. every 
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six hours until 
curred. 


Slowing of the pulse, especially in 
auricular fibrillation, may be used as 
one guide to dosage. The appearance of 
anorexia, nausea, vomiting, abdominal 
discomfort, or visual disturbances indi- 
cates overdosage, and may be compen- 
sated for by omitting several doses of 
the drug. 


In toxic and degenerative heart dis- 
ease, the doses should be one-half these 
amounts, as the heart is more sensitive. 
These cases include the hearts damaged 
by a goiter, coronary thrombosis, or 
acute infections——M. Barron, M.D., in 
Minn. Med., Dec., 1942. 
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The Use of Seconal in Children* 


Seconal (Lilly) is a very safe, ex- 
tremely rapid and relatively short act- 
ing sedative. There are many times 
when we desire to quiet a child quickly 
for a short time, but hesitate to make 
him stuporous for 6 to 12 hours. Proper 
sedation is tremendously important in 
the care of sick infants and children. 
The sick child at home often needs little 
more than adequate rest to see him 
through casual illnesses. In minor in- 
fections, it has always seemed to me 
more rational to insure the child’s sleep 
than to allay the mother’s anxiety by 
giving aspirin until the fever is forced 
down. With the more seriously ill child, 
I would prefer that the child and mother 
were quietly asleep, rather than that 
the mother was repeatedly wielding a 
rectal thermometer to see if the fever 
was gone. 


Dosage: The medication is furnished 
in % and 1% gr. capsules. The rectal 
route is preferred for infants because 
of the unpleasant taste of the powder. 
The intact capsule is moistened and in- 
serted like a suppository. If fractional 
doses are desired, the powder can be 
suspended in % ounce of tap water and 
given with a small syringe. 

Age Dosage 
1-3months %4-\% gr. 
3-6 months %-% gr. 
6-36 months %4-1 gr. - 
3-8 years %4 to 142 gr. $23 
%4 gr. orally 
% to1% gr. re 
1-14 gr. rectally 
These doses may be repeated safely 
once within an hour if the desired result 
is not obtained, or may be given every 


improvement has oc- 


rectally 


8-15 years 


*Anesthesia and Analgesia, Jan.-Feb., 1943. 
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4 hours for many days if prolonged sed.- 
tion is needed. Within 6 to 20 minutes 
the child usually falls asleep and in “0 
minutes analgesia is partially obtaine i. 


The maximal effect is obtained by 
keeping the patient in completely qui-t 
surroundings for 20 to 30 minutes before 
attempting any diagnostic or therape.s- 
tic procedures. The hypnotic effect dis- 
appears by the end of six hours. 


Minor Surgery Under Seconal Analgesia 


Hypodermoclysis, venoclysis, blood 
transfusion, cystoscopy, intraveno is 
pyelography, lumbar puncture, thora- 
centesis and other minor surgical pro- 
cedures can be readily performed under 
Seconal analgesia plus the local use of 
procaine solution where indicated. The 
avoidance of straining is especially im- 
portant in the aspiration of empyema 
Incision of the ear- drum, incision of 
small abscesses and small pinch grafts 
are much aided by the general anal- 
gesia.—H. F. DietricH, M.D., Beverly 
Hills, Calif. 


a a 


Simplified Staining with 
Wright’s Solution 
De la Fuente has suggested a much 
simplified method of staining with 
Wright’s solution, which he has found 
very successful. 
1. Cover the dry smear with a few 
drops of Wright’s staining solution. 


2. With the breath, blow the smear as 
uniformly as possible until it becomes 
pinkish-violet in color. This process will 
consume about ten seconds. The harder 
one blows, the faster will be the fixa- 
tion of the stain. 

3. Wash with tap water. 


4. With the water running slowly over 
the slightly tilted slide, pour on a few 
drops of Wright’s stain. The contact be- 
tween it and the smear should be made 
as short as possible. A long contact may 
decolorize the smear. 

5. Wash, dry, and examine under oil 
immersion. 

Blowing on the smear accelerates the 
process of staining, reducing its duration 
to seconds. Washing of the stained smear 
with Wright’s solution dissolves the pre- 
cipitated particles of stain remaining 
from its original application and drying 
If understained, repeat step 4. The pro- 
cess of restaining and decolorizing may 
be repeated several times on the same 
smear. 

When one wishes to make a more 
thorough study of red blood cells and 














piatelets, the following modification is in- 
serted between steps 3 and 4: 

Dry the film; put one drop of cedar- 
vood oil over it; add xylol to dissolve 
and, with the palmar surface of the 
snall finger, cover the whole slide with 
tle solution, in the same way as when 
c.eaning a slide after use; dry and pro- 
cved to step 4—V. De ta FuENTE, M.D., 
ir J. Lab. & Clin. Med., 27:351, 1941. 
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Diaphragmatic Hernia 

An elderly patient who complains of 
e) igastric or substernal distress at night, 
rclieved after sitting up in bed or get- 
ting up and walking around, probably 
his a hernia of the stomach up through 
the esophageal opening in the dia- 
phragm. This condition, formerly 
thought to be rare, has been shown to 
occur rather frequently in middle-aged 
and old persons who were suspected of 
having, and even were treated for coro- 
nary disease. Indigestion, nausea, and 
vomiting may oceur. Gallbladder dis- 
tress is often simulated, 

Diagnosis: The diagnosis can be con- 
firmed by having the patient swallow 
barium while on a fluoroscopic table 



































ch & tilted in the head-down position. 
th Treatment: Frequent small meals, 
nd @ consisting of easily-digested foods; the 
patient should remain upright for a time 
.y |p after eating, and sleep with the head 
and chest elevated moderately; all 
straining activities should be avoided, 
aS § if possible. If symptoms are not reliev- 
eS Bed. the condition can be cured surgi- 
rill cally.—D. Younc, M.D., in Rev. Gas- 
ler & troent., Sept., 1942. 
Ka “ 
X-Ray Therapy in Infections 
yer Radiation therapy has a definite place 
ew § in the treatment of acute superficial in- 
be- B fections. It is a _ relatively harmless 
ide GZ agent with great potentiality, and its 
vay range of application should be widened. 
Irradiation, in small doses, has no 
oil @ bactericidal action upon laboratory cul- 
tures, but has a decided inhibitory in- 
the @ uence on bacteria in living tissue. 
ion The most outstanding results have oc- 
ear | curred in early infective processes. 
yre- Acute furuncles, carbuncles, lymphan- 
sing gitis, and other localized inflammatory 
ing. @ Conditions may undergo resolution with- 
pro out suppuration, thus obviating the ne- 
nay @ cessity of mutilating incisions that leave 
sme @ Ugly scars. In late inflammatory condi- 





tions, after necrosis begins, x-rays in- 
crease tissue disintegration, which 
causes a noticeable increase in drainage 
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and more rapid healing. Pain is usually 
relieved within from 4 to 8 hours, and 
if drainage is necessary it can be done 
much sooner, 

Small doses are preferable to large 
doses and soft rays are more desirable 
than hard rays. An application of from 
75 to 125 r. of x-rays, using 90 kv. and 
1 millimeter of aluminum filter at 10 
inches’ distance, every other day for 4 
treatments, is satisfactory in deeper le- 
sions; whereas single doses of unfil- 
tered rays are best suited for superfi- 
cial ones. The field of therapy should 
extend well beyond the _ surrounding 
edges. This method does not produce an 
erythema or cause objectionable after- 
effects.—C. M. HamItton, M.D., in South. 
M.J., Sept., 1942. 


> 


Pertussis Vaccine Therapy 
of Asthma 


The injection of 0.1 c.c. of pertussis 
vaccine (one billion organisms) twice 
weekly for several weeks is often effec- 
tive in relieving asthmatic attacks. If no 
reaction results, the dose may be gradu- 
ally increased to 0.5 c.c. If after 4 injec- 
tions, no benefit is obtained the vaccine 
will probably be of little value. Pertussis 
vaccine was first used because of the 
similarity in symptoms and lung findings 
with whooping cough.—H. SoKat, M.D., 
in Med. Rec., Dec., 1942. 
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Postoperative Abdominal 
Distention 

The diagnosis of postoperative ab- 
dominal distention must be such as to 
rule out an intestinal obstruction. Simple 
x-ray examination of the abdomen per- 
mits a correct diagnosis (a flat plate 
may be taken without moving the pa- 

tient from bed). The findings are: 





Mechan‘cal obstruction 


Paralytic Ileus 





1. Continuous disten- wa 
tion to the point of 


1. Scattered loops of 
obstruction. 


distended bowel. 


2. Loops few and |2. Many small loops — 
large. _—_—_j of bowel. : Sf 
3. Occurs only 3. Found after 75 per- 
occasionally. }cent of abdominal 


oon ___| operations. ah aa! 
4. May be symptom- \4, Appears on first 
less or may have “‘gas postoperative day; 
pains’; if strangu- lasts 3 days. 

lated, will show no 

x-ray signs. ; | 

5. Dynamic bowel 
appearance. 











~ 15. Adynamic bowel | 
appearance. 


—J. Levitin, M.D., in S.G.O., Oct., 1942. 







MEDICO-MILITARY NOTES 


The “Closed Plaster”’ 


Treatment of Wounds 


HE ‘‘closed plaster’’ method forms 

the basis of all contemporary treat- 
ment of war wounds, including com- 
pound factures. The wounds heal read- 
ily, the fractures usually unite satisfac- 
torily, and the ultimate functional re- 
sults are on the whole very good. The 
patient is free of pain and is spared 
the horror of frequent dressings. The 
method involves a minimum of labor 
and therefore makes less demands on 
the surgical, anesthesia, and nursing 
staff. Patients formerly confined to bed 
for long periods immediately become 
ambulant. Seriously wounded men can 
be transported to places of safety in 
comfort. 


The best results are secured when the 
original technic of Orr is strictly fol- 
lowed. The gauze over the wound 
should be impregnated with vaseline or 
with ‘‘B.I.P.P.’’ * Less pus is thus pro- 
duced, the wound heals more rapidly, 
and the plaster cast can remain on much 
longer before the smell becomes offen- 
sive, 

Once a wound has been treated and 
the part encased in plaster, the cast, 
within limits, should be left alone as 
long as possible. The smell should be 
ignored, and any discharge coming away 
from the edge of the cast, or from where 
it has been split, can be wiped away. 
Frequent changes of plaster are not 
recommended. 


The indications for a change are: (1) 
when softening or wear renders the cast 
inefficient for immobilization of the part; 
(2) when the persistent stench becomes 
too objectionable; (3) when excessive 
soakage of infective material renders the 
outside of the cast septic; (4) when a 
dull, throbbing ache appears under the 
cast at a point remote from the wound 
— this usually means that a boil has 
developed; (5) when a sudden, sharp, 
intermittent, knife-like pain appears at 
the site of an infected, comminuted frac- 
ture, indicating the extrusion of a piece 


*B.L.P.P. 
is prepared from bismuth subnitrate 1 part, 
iodoform 2 parts and sufficient liquid paraffin 
to make a paste the consistency of clotted 
cream, according to Rose and Carless ‘‘Manual 
of Surgery’’ (William Wood & Company, Pub- 
lishers, Baltimore) . 


(Bismuth-Iodoform-Paraffin-Paste) 


of bone: (6) when there is an exacerb:- 
tion of the signs of sepsis; (7) when 
there is evidence of a secondary hemor- 
rhage under the cast; (8) when pan 
around bony prominences indicates faul y 
application; (9) when there is_ inter- 
ference with circulation distal to the 
cast, and (10) when the wound is be- 
lieved to be well on the way to healing. 
I usually endeavor to avoid changing 
the casts for 3 weeks, but unless there 
is a fracture I prefer to change them 
before 5 weeks have elapsed. 


When a wound has granulated almost 
up to the surface it will heal more rapid- 
ly if the cast is discarded, provided 
there is no fracture which demands fur- 
ther immobilization. Rapid healing in 
these superficial wounds follows the 
production of a protective crust with 
boric-acid powder and hot air. Direct 
contact of cloth dressings impedes heal- 
ing.—Mas. F. V. STONHAM, Indian Med. 
Serv., in M. J. of Australia, May 30, 1942 
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War Wounds 


The greatest danger of war wounds is 
hemorrhage, In Spain, during the Civil 
War, in many instances the tourniquet 
was applied to wounds of the extremities 
to stop hemorrhage and then forgotten, 
with the result that gangrene, occur- 
ring in the ischemic area, necessitated 
unnecessary amputation of the limb. In 
other instances, a man with a com- 
pound fracture of the femur and bleed- 
ing would be carried on the back of a 
mule through mountain trails to the 
nearest first aid station, reaching there 
in a state of shock, with both ends of 
the femur sticking out of the wound, and 
dripping blood along the road. 


Wounds by rifle bullets are less dan- 
gerous. Wounds by artillery shells and 
bombs are the most favorable for the 
growth of anaerobic bacteria, because 
of vast lacerations of muscles, internal 
hematomas, and penetration into the 
wound of pieces of cloth and dirt. The 
identification of the germ which is the 
causative agent may be of great aid in 
the selection and preparation of anti- 
serums, although at present polyvalent 
serums are available for immediate ad- 
ministration. 

It must be borne in mind that bac 
teria are more abundant in humid il 
and that gangrene is more frequent in 
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MICROSCOPE AND GUNSIGHT 


wnter than in summer, on account of 
the conditions of the soil, increased vi- 
tality of germs, and lack of cleanliness 
on the part of the soldiers. Soft soil is 
many times more dangerous than hard, 
dry soil, and is also more difficult to 
remove from wounds, on account of its 
achesive qualities. Also, during the wet 
season, contamination with excreta is apt 
to be more heavy. 

Ven now may be wounded while work- 
ing on machinery or engaging in me- 
chanical warfare, but according to the 
experience of the Italians in Ethiopia and 
Spain and of the Germans in the vari- 
ous campaigns in Europe, oil and grease 
are not as septic as the dirt of the coun- 
try and animal excreta. A war wound 
hes characteristics which essentially re- 
laie to the particular countryside where 
the wound was inflicted, and the more 
humid the soil, the more polluted is the 
wound.—MICHELE GERUNDO, M.D., in 
Med., Rec., July, 1942. 


aa 


Microscope and Gunsight 


To win a war of guns, only to lose 
our lives to disease, would be a need- 
less repetition of the horrible mistakes 
of the past. The man who peers through 
a microscope, in research to combat 
the many unfamiliar diseases to which 
our men are being and will be exposed, 
may be defending his country as surely 
as the man who uses the same basic 
physical and optical instruments to aim 
a gun. — Pres. O’CoNnNER, Ohio Fed. of 
Pub, Health Officials, in National Foun- 
dation News, June, 1942. 

o> 


Care of Troops in the Tropics 


It is no easy task to organize a large 
wartime medical service and to train the 
specialized personnel required to com- 
bat the unfamiliar tropical diseases. 

All our troops are protected against 
typhoid and smallpox, and those who are 
at all likely to be exposed to yellow 
fever, typhus, and cholera are inoculated 
against these diseases. Against many 
others, reliance must be placed on sani- 
tary measures directed to the destruc- 
tion of the disease-transmitting insects or 
to reducing exposure to them by screen- 
ing of buildings, by protective clothing 
and netting, and by use of repellent sub- 
stances. Such measures are the main 
defense against sandfly fever and 
dengue, which are major causes of sick- 
ness in some areas, but fortunately are 
seldom fatal. 

Malaria is by far the most serious 
disease problem. This is the outstanding 
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killer in many tropical countries. Its con- 
trol is difficult, because we have no spe- 
cific method of prophylaxis. Under nor- 
mal conditions, control depends chiefly 
upon destroying the breeding places of 
the malaria-carrying mosquitoes. These 
mosquitoes, however, are so prevalent 
that it is impossible to prevent infection, 
but its ravages can be checked by routine 
administration of quinine or synthetic 
drugs — principally atabrine. These do 
not prevent the disease, but merely post- 
pone its manifestations. In combat 
areas, they are the only dependable 
measure. 

The intestinal disorders, including dys- 
entery, likewise constitute an ever-pres- 
ent problem in the tropics. Troops locat- 
ed in those regions cannot escape them, 
especially where active military opera- 
tions are going on, as in North Africa, 
the Solomons, and New Guinea. Preven- 
tive control requires rigid adherence to 
prescribed sanitary procedures and in- 
struction of the men in measures to 
protect themselves. 


Typhus is popularly associated with 
eastern and southeastern Europe, but is 
by no means limited to these places. 
North Africa is an important focus of the 
disease; only this year severe epidemics 
have occurred in every part, from 
Morocco to Egypt. Typhus is of little 
danger to our troops fighting in Northern 
Africa. Relatively simple and tried sani- 
tary procedures should probably suffice 
to keep them free from typhus in Africa 
as well as in other endemic areas. 

The climate itself is a specific hazard 
in the tropics, although the seasoned 
troops suffer far less from the heat than 
new arrivals. — Statistical Bulletin, 
Metropolitan Life Ins. Co., Dec., 1942. 
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Treatment of Immersion Foot 


Immersion foot is caused by exposure 
of the foot to water for long periods of 
time. It is best treated by (1) keeping 
the patient dry and warm, except for his 
feet, (2) lightly dusting sulfanilamide 
powder on any wounds, cuts or sores, 
(3) wrapping the legs in some soft, clean 
material and elevating them on pillows. 
The patient must not stand or walk and 
no applications are used. Survivors treat- 
ed in port have their feet wrapped in 
sterile towels to keep them dry, and 
packed in ice, or kept under a blast of 
cool air from a fan, because the success 
of the treatment depends on bringing 
the feet back to normal temperature 
very slowly, over a period of weeks.— 
Science Service. 





THUMBNAIL 


Hirschsprung’s Disease 

@ Congenital enlargement of the colon 
(Hirschsprung’s disease) can be simply 
treated by giving several spinal anes- 
thetics at ten-day intervals. The patient is 
given 3 grains (0.2 Gm.) of Nembutal, 
and then enough procaine, dissolved in 
cerebrospinal fluid, to produce anesthesia 
up to the sixth thoracic segment. — 
DonaLp Court, M.B., in Proc. Royal Soc. 
Med., Oct., 1942. 


[These children, with large abdomens 
and obstipation, have been treated by 
radical methods, including operations on 
the sympathetic nervous system. This 
simple method should be tried first. 
Those who have seen the spectacular ef- 
fect of spinal anesthesia on the distend- 
ed abdomens of patients, postoperatively, 
feel that this treatment has practical 
value.—Eb. ] 


Cardiac Hypertrophy 

@ Cardiac hypertrophy (enlarged heart) 
is an evidence of heart failure, and 
should be treated as such. Digitalis 
should be administered, as in the treat- 
ment of the decompensated heart, to 
prevent true failure.—J. T. Roperts, M.D., 
in Texas S. J. M., July, 1942. 


Catheterization 

® Do not entirely empty the bladder 
when catheterizing for prostatic reten- 
tion, if a catheter has not been used 
previously. Remove one pint at the first 
catheterization and repeat every four 
hours until the bladder is empty.—H. 
Lett, M.D., in Med. World (Lond.), 
Nov., 1942. 


Chronic Prostatitis 

@ Chronic prostatitis is often perpetuated 
by the presence of a small meatus or 
urethral strictures. If massage of the 
prostate, at 5- to 7-day intervals, does 
not soon improve the symptoms and the 
patient’s sense of well-being, graduated 
sounds should be passed and the urethra 
dilated.—_RayMonp THOMPSON, M.D., in 
South. Med. & Surg., Sept., 1942. 


THERAPEUTICS 


Neoprontosil in Eye Injuries 

@ In injuries of the conjunctiva and cor- 
nea, the instillation of Neoprontosil solu- 
tion, 2% percent, results in rapid epith:- 
lial regeneration and controls secondary 
infection. It may also be used in the 
treatment of conjunctivitis, blepharitis, 
and marginal ulcers.—E.E.N.T.M., Oc.., 
1942. 


Interstitial Cystitis 

e Interstitial cystitis—also called Hun- 
ner’s elusive ulcer of the bladder, irri- 
table female bladder, and submucous 
cystitis—is found much more frequent- 
ly in women than in men. Symptoms: 
Frequency of urination, both day and 
night, urgency, and bladder pain are 
prominent. Signs: The bladder capacity 
is small; with a catheter, one may not 
be able to introduce more than two 
ounces. A few pus cells and blood cells 
are often found in the urine, which is 
clear. 

Treatment: Daily irrigations of the 
bladder with _ gradually increasing 
strengths of silver nitrate solution are 
carried out with small, soft catheters.— 
South. M. & S., June, 1942. 


Mydriasis 
@ When combined with cocaine, atro- 
pine has a more prompt action in pro- 
ducing dilatation of the pupil than when 
used alone. 
R 

Atropine sulfate ...... 

Cocaine hydrochloride ... 

Vaseline 
—E. E. N. T. M., Sept., 


were. 
.. 0.50 


1942. 


X-Rays for Sears and Keloids 

@ Roentgenray therapy is a safe, effec- 
tive method for the treatment of scars 
and keloids, resulting in flattening and 
softening of the scars, improved function 
(where scars bind down extremities or 
the chin), relief of local symptoms, and 
prophylaxis against recurrence after op- 
erative removal.—A F. Hunter, M_D., 
in Radiol., Oct., 1942. 


Pyuria 

@ In mild cases of pyuria, alkalinization 
should be complete and prolonged over 
a period of one month.—J. Ry te, M_D., 
in Med. World (Lond.), Nov., 1942. 


174 





DIAGNOSTIC POINTERS 


“lrug” Fever 


e When a febrile patient, receiving med- 
ic: tion, does not look as ill as the fever 
would indicate and has a pulse which 
is slow in proportion to the fever, 
“deug’’ fever is the probable cause. The 
medication (frequently one of the sul- 
fonamides, though any drug may cause 
fever) must be stopned. —H. WALKER, 
M.D., in Va. Med. M., Jan., 1943. 


"he recurrence or exaggeration of fe- 
vel, leukopenia, and skin eruptions on 
administration of a drug constitute the 
oniy basis on which to make a diag- 
nosis of ‘‘drug’’ fever. There are no 
tess that are of value. The adminis- 
tration of other drugs with sulfonamides 
does not tend to sensitize the patient to 
the sulfonamide. — WarREN VAUGHAN, 
M.D., in Va. Med. M., Jan., 1943. 


Buttock Wounds 


¢ The importance of the buttock wound 
as a potential avenue to the abdominal 
cavity cannot be stressed too strongly; 
the wound of entry is found in this 
region in about 20 percent of all cases 
of abdominal injury, It is most impor- 
tant that the minute wound be not over- 
looked, and one of the most important 
surgical instruments in the reception 
room is a pair of large shears so that 
the clothing can be thoroughly cut up 
and the patient examined all over.— 
SuRGEON Rear-ApMrIraAL G. GorDON-TAYLOR, 
in Med. Press and Circ., Mar. 4, 1942. 


Arteriosclerosis 


* High blood pressure, cardiac hyper- 
trophy, and albuminuria do not make a 
diagnosis of renal disease. Arteriosclero- 
sis can account for these signs. —HucH 
McLean, M.D., in Med. World (Lond), 
Nov., 1942. 


Tuberculosis in the Old 


* The highest death rate from tuber- 
culosis occurs in men of from 65 to 
4 years, and in women of 75 years 
or older. The physician should always 
suspect tuberculosis in all his elderly 
patients who have even mild pulmonary 
symptoms, and should not rule out this 
disease before making a final diagnosis.— 
Drs. RayMoND E. MIier and BEATRICE 
nn, in Am. Rev. Tuberc., Aug., 


Urinary Infections 


e All urinary infections which do not im- 
prove quickly under medical treatment 
should be examined, cystoscopically and 
with the ureteral catheter, for mechani- 
cal obstruction and for evidence of tuber- 
culosis.—LaNcpon Brown, M.D., in Med. 
World (Lond.), Nov., 1942. 


Thiamin Deficiency 


@ Patients who are irritable, depressed, 
quarrelsome, apprehensive, uncoopera- 
tive, tense, agitated, inefficient, clumsy, 
disinclined to work, and unable to sleep 
or get along with people, may be suf- 
fering from a deficiency of thiamin, 
which can be relieved by proper doses 
of that vitamin.—R. D. Williams, M.D., 
et al., Arch. Int. Med., May, 1942. 


Mouth Lesions in Sprue 


@ Soreness of the tongue, mouth, and 
pharynx is common in all forms of 
sprue, especially in the tropical type. 
The tongue may be atrophic, as in perni- 
cious anemia. The mouth lesions may re- 
semble those of pellagra. The stools show 
high total fats —R. B. Hawes, M.D., in 
Practitioner, Sept., 1942. 


Hypoglycemia 

@ A headache or 
sure over the top of the head 
most frequently encountered nocturnal 
manifestation of hypoglycemia. — Med. 
World (Lond.), Aug. 28, 1942. 


sensation of pres- 
is the 


Dermatitis 


@ Many common objects are covered 
with iacquer. Dermatitis is frequentlv 
produced by contact with lacquer, which 
contains a number of potential eczema- 
producing substances. 

Children’s toys may prove to be the 
cause of dermatitis of the lips and 
cheeks. Pencils, pens, and other ob- 
jects, if placed in the mouth, may also 
be a cause.—Med. World (Lond.), Aug. 
28, 1942. 
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A LIVING FOR THE DOCTOR N 


THE BUSINESS OF MEDICINE 


AND THE ART OF LIVING 


Indexing Medical Literature 


When I read something in any journal, 
of which I wish to keep track, I turn 
the page so that a corner projects down; 
then when I get to it, I go over a bunch 
of magazines and cut out the most im- 
portant articles which I wish to file in a 
cabinet easily available for reference. 
Articles of possibly less importance I 
index on a card, so that I can easily 
find them if I want them later. I cross- 
index, often using several cards for one 
subject so that I can easily find it. 
This saves ne an immense amount of 
work in fincing subjects which I wish 
to look up later, but which would, by a 
less careful system, often have to be 
given up as lost, and it places almost at 
my finger tips a very valuable library 
of useful information. 

When I read any magazine, medical 
or otherwise, I turn the page so that a 
corner projects wp at the place where I 
leave off, thus saving reading or leafing 
over pages already read. When a maga- 
zine is finished I mark ‘‘R’’, for ‘‘read,”’ 
on the cover and stack it for later filing. 
In this way I lose no time leafing 
through a magazine with which I have 
finished. 


C. ELMER Frey, M.D. 
Houston, Tex. 


[These suggestions are excellent, as we 
know from many years’ experience with 
an even more elaborate indexing and fil- 
ing system. Those of our readers who 
will undertake something like this, and 
carry it out for a year, will be delighted 
with the results.—Eb.] 
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Squandered Energy 

You Americans wear too much ex- 
pression on your faces. You are living 
with all your reserves in action. The 
duller countenances of the British peo- 
ple betoken a better scheme of life— 
they suggest stores of reserved nervous 
force to fall back on if the occasion re- 
quires it. Another thing about you gives 
me a sense of insecurity. You take too 
intensely the trivial moments of life.— 
WILLIAM JAMES, quoting a Scotch 


physician, in St. Louis Co. Bull., Nov., 
1942. 


The Problem of the 
Tardy Garnishee 


“Tom Brown's got a job to dig a c:l- 
lar and put in a concrete wall for Roy 
Rigby, and Rigby’s to pay him $25 for 
the job. Brown’s completed the work, 
and Rigby hasn’t paid him the cash 
yet,’” the town encyclopedia announced. 

“Brown’s owed me a bill of $50 nearly 
long enough to be outlawed,’’ Docior 
Medico averred. 


“Why don’t you see your lawyer and 
garnishee the money in Rigby’s hands?” 


“T’ll try it,’’ Doctor Medico agreed, 
and sought out Judge Enright. 


‘We'll simply make out the proper 
papers, get a garnishee order, serve it 
on Rigby, and if we can get our order 
served before he pays the money to 
Brown we can hold it,’’ the Judge ex- 
plained. 


The garnishee order was issued, and 
the doctor and the lawyer went down 
to Rigby’s office, where the lawyer serv- 
ed the garnishee order on Rigby. 

“I’m sorry in a way,” Rigby explain- 
ed, “for I know that Brown is a regular 
‘dead beat’ and he ought to pay his 
bills, but I sent him a check yesterday 
for every cent that was coming to him.” 


“Has the check been cashed yet?” 
Doctor Medico demanded. 


“No, it can’t be, for I know that he's 
away, and won’t be home until day after 
tomorrow.”’ 

‘“‘Why can’t we get Mr. Rigby to stop 
payment of the check at the bank, and go 
ahead and garnishee the money just the 
same,”’ the doctor suggested. 

“It’s no go,” Judge Enright explain- 
ed, ‘‘for the law is well established that 
if X owes Y, and Z owes X and pays X 
by check before Y’s garnishee order is 
served on Z, the check operates as a 
payment and the garnishee order is of 
no effect, even though the check is not 
paid at the time the garnishee order is 
served.”’ 

‘‘Well, I’m stung again, but you made 
a good try,’’ Doctor Medico told a 

M.L.H. 


os 
The products we advertise are worthy of 
your attention. Look them over. 
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NEW BOOS 


Any book reviewed in these columns 
will be procured for our readers if the 
order, addressed to CLINICAL MEDI- 
CINE, Waukegan, Ill., is accompanied 
by a check for the published price of 
the book. 


Reading maketh a full man 
—LorD VERULAM 
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WAR SURGERY 


Trueta 


PRINCIPLES AND PRACTICE OF WAR 
SURGERY. By J. Trueta, M.D., Formerly 
Director of Surgery, General Hospital of 
Catalonia, University of Barcelona; Present 
éssistant Surgeon (E.M.S.) Wingfield-Morris 
Orthopedic Hospital, Oxford; Acting Surgeon- 
in-Charge, Accident Service, Radcliffe In- 
firmary, Oxford, England. With an Introduc- 
toon by Owen H. WANGENSTEEN, M.D., Chief 
Surgeon, University. of Minnesota, Minne- 
apolis. 144 Text IllS&trations. St. Louis, Mo.: 
C. V. Mosby Company. 1943. Price $6.50. 

This small text is far more complete than 

its title indicates. Plaster of paris technic is 

given in complete detail, clinical photographs 
and sketches showing the exact method of 
applying plaster patterns to each part of the 


body. The patterns are cut out so that they 
will fit with a minimum loss of time. 

Many photographs show wounds as they are 
first viewed, during stages of healing and the 


end-result, together with original devices 
worked out by the author, such as the very 
simple apparatus for retaining a fractured 
olecranon in position when an injury or a 
compound fracture has resulted in potential 
infection. 
Those surgeons who have opposed Winnett 
Orr's method of immobilizing infected wounds 
and bones will see here the results of treating 
hundreds of patients in that manner, and may 
be impelled to change their minds. The author 
lays emphasis on the complete excision of 
devitalized tissue as a necessary precedent 
to the immobilization in plaster. 
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DICTIONARY OF BIO-CHEMISTRY 


DICTIONARY OF BIO-CHEMISTRY AND RE- 
LATED SUBJECTS. Editor-in-Ch'ef. Wit1aMm 
Martas Matisorr, Professor of Bio-Chemistry 
at the Polytechnic Institute of Brooklyn. 
Copyright 1943 by Dagobert D. Runes. Pub- 
lished by Philosophical Library, Inc. New 
York, N. Y. Price $7.50. 


Almost 600 pages of text belie the title of 
dictionary. Brief definitions are not given of 
many topics; rather an authority presents a 
discussion on the subject, ranging from new 
theory to practical application, much as the 
contributors to the Encyclopedia Britannica 
submit individual articles. 

Terms in chemistry, biochemistry, anatomy, 
botany, medicine and physics are defined and 
discussed by a staff of authorities from as 
many special fields. The staff of 46 con- 
sultants includes biologists, anatomists, chem- 
ists and other men from universities, hos- 
pitals, corporations. 


Many topics that can be found nowhere else 
in available literature are here presented, 
often in detail. Older and newer words are 
defined so that the older literature becomes 
clearer when studied. 


The author is to be congratulated on pro- 
ducing the first encyclopedia of biochemistry. 
May it grow larger. 


os 


THE PRINCIPLES AND PRACTICE 
OF OBSTETRICS 


DeLee and Greenhill 


THE PRINCIPLES AND PRACTICE OF OB- 
STETRICS. By Josepu B. DeLee, A.M., M.D., 
Formerly Professor of Obstetrics and Gyne- 
cology, Emeritus, University of Chicago; 
Consultant in Obstetrics, Chicago Lying-in 
Hospital and Dispensary; Consultant in Ob- 
stetrics, Chicago Maternity Center, and J. P. 
GREENHILL, B.S., M.D., Attending Obste- 
trician and Gynecologist, Michael Reese Hos- 
pital; Obstetrician and Gynecologist, As- 
sociate Staff Chicago Lying-in Hospital; 
Attending Gynecologist, Cook County Hos- 
pital, Professor of Gynecology, Cook County 
Graduate School of Medicine. With 1074 il- 
lustrations on 841 figures, 209 of them in col- 
ors. Eighth Edition, entirely reset. Phila- 
delphia and London: W. B. Saunders Com- 
pany, 1943. Price $10.00. 


DeLee’s text is the best illustrated on obstet- 
rics. Those students who studied with its aid 
have a warm spot in their hearts for these 
sketches and photographs which taught so 
much and so easily. Men in practice have 
quickly reviewed their technic for delivery or 
section through this type of visualization. 

For the first time, J. P. Greenhill is listed 
as co-editor. His hand is evident in the re- 
vision of material, the furnishing of new 
methods of management and illustrations of 
newer procedures. 


DeLee and Greenhill’s text is an obstetric 
library in itself. 
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UNDERSTANDING THE BIBLE 
Hall 


HOW TO UNDERSTAND YOUR BIBLE: A 
Philosopher's Interpretation of Obscure and 
Puzzling Passages. By MaNty PaLMer HALL. 
Los Angeles, Calif.: Philosophical Research 
Society. 1942. Price $2.50. 

The Christian Bible, in the King James ver- 
sion, is undoubtedly the greatest collection of 
literature in English between two covers, but 
like many other great writings, it must be 
approached in an impersonal and open-minded 
spirit, with a sincere desire to know the truth, 
if it is to yield up its richness. It is a treas- 
ure chest that can be opened only by those 
who have a key such as Manly Hall has pro- 
vided in this profound and unusual volume. 


Few men are as well equipped to undertake 
such a task as is this author, who has spent 
most of his active life in the study of ancient 
and modern philosophies and religions and in 
tracing rare symbolisms to their sources. This 
is important when we remember that nearly 
every personality discussed in the Bible is not 
an historical individual, but a symbol of great 
and far-reaching truths. 

Those who can read this work sincerely and 
without bias will be able to approach the Bible 
with a sense of eager freshness such as they 
never knew before, and will gain more from 
its study than they could previously have 
imagined. It is not, however, a book for the 
orthodox and dogmatic traditionalist. 
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$199 Book Bargains 


TAKE YOUR CHOICE OF ANY BOOK LISTED HERE AT ONLY $1.00 EACH 
Books are in fine library or second hand condition. There is only one copy available 
at these prices, so first check takes it; others will be returned. 


Title 
Directory—1937 
American College of Physicians 
Directory—1939 
American College of Physicians 
Neuro-Anatomy 
Pneumonia and Serum 
Therapy 
The Causation of Chronic 
Gastro-Duodenal Ulcers 
Food, Teeth and Larceny 
Science and Seizures 
Medical Manual of Chemical Warfare 
Recent Advances in Vaccine and 
Serum Therapy Fleming and Petrie 
The Emotional Factor in Visceral 
Disease McGregor 
The Tuberculin Handbook Sutherland 
Functional Diseases of the 
Intestines 
The Early Diagnosis of Malignant Disease 
Donaldson, Cade, Harmer, 
Ward, Edwards 


Author 


Dysmenorrhoea 
Shock & Related Capillary 

Phenomena 
The Diagnosis & Treatment of Diseases 

of the Peripheral Arteries Samuels 
Chemistry in 

Medicine The Chemical Foundat'on 
Medical Treatment of Cataract 
The Soldier's Heart and the Effort 

Syndrome Lewis—Second Edition 
Minor Surgery 
The Clinical Aspects of 

Venous Pressure 
Health Insurance 
The Neuroses in War 
The Dynamics of Therapy 
The Practice of 

Dietetics Newburgh and Mackinnon 
Physical Therapy in Diseases of the 

Eye, Ear, Nose and 

Throat Hollender and Cottle 
Principles of Chemistry 
The Control of Tuberculosis 

in England 
Pathological 

Technique Mallory and Wright 
Treatment of Rheumatism 
Nephritis and Allied D seases 
Physician, Pastor and Patient 
Alcohol—One Man's 

Meat Strecker and Chambers 
Disease and The Man 
The History 


Jacoby 


Bulloch 


Title 


Sex Glands Function and 
The Human Life Laventis 
A Manual of Diseases of the Nose. 
Throat, Gleason 
Arteriovenous Aneurysm 
The Early Diagnosis ot 
The Acute Abdomen 
Chronic Miliary 
Tuberculosis Hoyle and Vaizey 
The Diagnosis and Treat. of 
Venereal Diseases in General 
Practice 
Infantile Paralysis and 
Cerebral Diplegia Kenny 
Proctoscopic Examination and Diagnosis 
and Treat. of Diarrheas Streicher 
Modern Treatment of Burns 
and Scalds 
Diabetes: Its Treat. by Insulin 
and Diet 
Psychology and Health 
Hay Fever and Asthma 
University Debaters Help 
Book—Vol. II 
Economic Problems of Medicine. .Christie 
Manual of Diabetes Conybeare 
Royat Treatment in 
Cardiovascular Disease 
{Inhalation Anesthesia 
Tell Me The Truth Doctor 
Diabetic Manual 
Manual of Bacteriology...Muir and Ritchie 
Men Past Forty Niemoeller 
Social Security 
Dietetics and Nutrition 
The Teach.ng of Preventive 
Medicine in Europe 
The Single, The Engaged, 
The Married 
Fifty Years of Medicine 
and Surgery 
Constructive Eugenics and 
Rational Marriage 
Heart Disease and 
Pregnancy Bramwell and Longson 
Athletic Injuries—Prevention, Diagnosis 
TE i. ns ina sbaieg pein neaon Thorndike 
William Sydney Thayer 
Drug Addict.on 
The Anatomy of Surgical 
Approaches 
High Blood Pressure 
Synopsis of Ano-Rectal 
Diseases 
The Doctor Takes A 
Holiday 
That Heart of Yours 


Author 


Harrison 


Mitchiner 


Kellogg 
Gunewardene 


Hirschman 


McKibbin-Harper 
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The evaluation of foods on the basis of nourish- 
ing quality is now more important than ever. 

Your potients will depend upon you to help 
them select foods so that their ration book 


cuixee® 
“points” will yield the best nutritional return. 


B-PLEX 


When supplemental vitamin B complex is indicated, may we sug- 


Senses 
gest Wyeth’s Elixir B-Plex; each teaspoonful contains the water-soluble meas 


active constituents of 60 grains of high grade brewers yeast, the 
richest notural source of the whole vitomin B complex. 


Wyeth: oe 
ELIXIR B-PLEX [tence & Compe 


SEG US Pat OFF 


JOHN WYETH & BROTHER - INCORPORATED + PHILADELPHIA 





